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_)ERI-arterial sympathectomy is a term ap- 
plied by Réné Leriche (37), of Lyons, 
France, to the surgical removal of the sym- 

pathetic fibers situated in the wall of an artery. 
He has suggested the performance of this opera- 
tion in vasomotor and trophic disturbances of the 
region supplied by the artery. 

The operation was first given prominence by 
Leriche (37) in 1913, but he gives the credit for 
his research to his teacher, Jaboulay, who, in 
1889, performed the operation on the femoral 
artery with curative results in cases of perforat- 
ing ulcer of the foot. 


ANATOMICAL AND PHYSIOLOGICAL BASIS OF 
THE THEORY OF THE OPERATION 


A relationship between the sympathetic ner- 
vous system and the blood vessels has been 
recognized since 1851 when Claude Bernard (8) 
made the discovery that when the sympathetic 
nerve is cut in the neck of a rabbit, the blood 
vessels in the ear of the same side become very 
much dilated. Later, Bernard and other observers 
demonstrated that if the peripheral end of the 
severed nerve is stimulated electrically, the ear 
becomes blanched, owing to a constriction of the 
blood vessels. Since this time our knowledge of 
the anatomy and physiology of these fibers has 
been greatly increased. 

The sympathetic autonomic system is one of 
the four great divisions of the autonomic sys- 
tem, and its fibers supply the extremities. The 
cord cells of the sympathetic section of the auto- 
nomic system lie in that portion of the spinal 
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cord from the first thoracic to the second or third 
lumbar segments, inclusive. 

The vasoconstrictor nerve fibers belong to the 
sympathetic autonomic system, consisting there- 
fore of a preganglionic fiber arising in the cerebral 
nervous system and a post-ganglionic fiber aris- 
ing from the cell of some sympathetic ganglion. 
The sympathetic fibers which run to the ex- 
tremities arise from the paravertebral or lateral 
sympathetic chain of ganglia, while the fibers to 
the viscera emanate from the prevertebral or 
collateral sympathetic system of ganglia. 

The post-ganglionic fibers return to the spinal 
nerves and are incorporated in them. The ter- 
minations of these post-ganglionic fibers are in 
the media of the vessel walls, but there has been 
some dispute as to their path in arriving at this 
destination. It has been commonly believed that 
some of the sympathetic fibers make their way 
to the periphery along the sheaths of the arteries, 
though definite proof of this is lacking, save in 
the case of the fibers which are sent by the sympa- 
thetic system directly to the aorta and appear 
to spread some distance down the larger arteries. 
In 1913 Todd stated that the sympathetic nerves 
to the vessels do not pass along the main vessel 
sheaths. He contended that the vessels of the 
limbs are supplied directly from the various 
nerve trunks and that vascular nerves do not 
pass distally as a peri-arterial plexus which pro- 
vides branches for the coats of the vessels. In 
1914, Kramer and Todd (33) studied this subject 


in the vessels of the arm. A partial summary of 


their work is as follows: 
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1. The subclavian and axillary arteries differ 
from other arteries of the arm in receiving a 
nerve supply direct from the sympathetic chain. 

2. All other arteries in the upper limb obtain 
their nerve supply from sympathetic filaments 
which have traveled along the spinal nerves and 
are distributed to the various blood vessels at 
irregular intervals. 

3. The distal and peripheral vessels, more 
particularly those of the hand, receive nerve 
filaments at more frequent intervals than do the 
proximal channels. 

4. The distribution of nerves to vessels cor- 
responds roughly with the distribution of nerves 
to muscles and skin. 

5. The fact that the subclavian trunk derives 
its nerve supply directly from the sympathetic 
chain accounts for its escape from involvement 
in the lesion associated with the condition known 
as cervical rib. 

In 1914, Potts (77) published a study of the 
distribution of nerves of the arteries of the leg. 
He stated that local damage to a large artery 
will injure the vascular plexus at the point of 
damage only, and will not account for changes 
produced in the vessel at a distance from the 
injured site. He maintained also that if absolute 
proof can be obtained of the relation between 
damage to the sympathetic supply of an artery 
and morphological changes in the vessel itself 
of more than focal character, the nerve damage 
must occur at some distance from the arterial 
tree and not simply to the sympathetic plexus 
as it lies on the vessel. 

Leriche presents evidence which is difficult to 
reconcile with these observations. After decorti- 
cating the vessel for a distance of 8 to 10 centime- 
ters, and thus injuring the sympathetic fibers at 
this site, he finds not only a marked local con- 
striction of the vessel but also an elevation of 
surface temperature of from 2 to 3 degrees over 
those parts distal to the sympathectomy which 
persists for about fifteen days, and an elevation 
of the systolic pressure which may be as great 
as 4 centimeters of mercury. 

The reaction of vasodilation with hyperthermia 
was noted in a case reported by Halsted (27). 
Here, after excision of a left subclavian aneurism, 
the hand and forearm became appreciably 
warmer than that on the sound side, this persisting 
for several weeks. Callander (16) cites a case 
observed by Babinski and Heitz in which quad- 
ruple ligation and excision of the sac was per- 
formed for the cure of an arteriovenous aneurism 
of the axillary artery. In this case the forearm 
and hand of the side operated upon were much 


warmer four months after the operation than 
those of the sound side. These two cases may 
possibly be correlated with the observation of 
Kramer and Todd (33) that the subclavian and 
axillary vessels differ from other arteries of the 
arm in receiving a nerve supply direct from the 
sympathetic chain. 

Callander (16), in-his splendid contribution to 
the subject, from which quotations are freely 
taken, was able to verify the reaction of visible 
arterial contraction at the site of the sympathec- 
tomy, but noted the reaction of vasodilation in 
but one case and the reaction of increased periph- 
eral blood pressure in none. 

Callander says that Leriche designates three 
varieties of trauma which result in disturbance 
of the vasomotor balance of the extremities and 
are the cause of certain definite clinical pictures. 
The first is an injury to the spinal nerve fibers 
in the tissue of the extremities, not necessarily 
in the immediate vicinity of the vessels or nerves. 
Traumatic excitation of these sensory fibers con- 
veys impulses which travel to the ganglionic and 
medullary centers, causing a reflex vasoconstric- 
tion of perhaps the whole extremity. In the 
second, vasoconstriction is said to arise, not by 
reflex action, but by direct injury to the efferent 
sympathetic fibers which Leriche believes lace 
the arteries with a peri-arterial network. When 


~ these are traumatically irritated but not destroyed, 


they overact and convey stronger impulses to 
the periphery than normal, this causing a vaso- 
constriction and hypothermia. The third variety 
is destructive. The destruction of the vasocon- 
strictive element, which Leriche thinks pre- 
dominates, results in a paralytic vasodilation and 
hyperthermia. 

Thus it may be seen readily from the imagined 
variety of lesions and the amount of possible 
injury to the artery and nerve, that there may 
result all gradations from hyperthermia to 
hypothermia. In every case it may be noted 
that there is a tendency for the normal thermal 
equilibrium to be estgblished. 

Lehman (36) has made careful attempts to 
verify Leriche’s observations on dogs and con- 
cludes as follows: 

1. The “perivascular sympathectomy” of 
Leriche does not result experimentally in the dog 
in the physiological changes in the extremities 
described by him in clinical cases. 

2. Vasodilation resulting from proved total 
sympathectomy does not affect wound healing. 

After experimenting with the rabbit, cat, and 
dog, Leriche (50) concludes that peri-arterial 
sympathectomy is to be studied only in man. 
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TECHNIQUE 


A good description of Leriche’s technique for 
the performance of peri-arterial sympathectomy 
may be found in a translation from the French 
by Halsted (27): 

"“Tn order to achieve a peri-arterial sympathec- 
tomy it is necessary to uncover the artery by 
the classic procedure, open the cellular sheath 
with the bistoury, separate the artery for 8 to 
1o cm., get hold of the inner sheath directly on 
the vessel wall, incise it, pull one of the lips thus 
made with a forceps, free it either with a bistoury 
or with the grooved probe, completely stripping 
the artery, to decorticate a fold of all the cellular 
tissue that adheres to it. More or less easily, 
according to the cases, one is able thus to strip 
the artery, to decorticate a fold; thin to be sure, 
but often thicker than one might expect. At a 
certain moment one has the impression that one 
is going to tear the wall of the artery; but if one 
proceeds gently and carefully, guided by the 
point of the bistoury or probe, the freeing 
process can be carried on without risk of injuring 
the vessel. 

Only twice have I had the annoyance of mak- 
ing a small tear in the artery; the accident was 
without serious results. In case of necessity one 
would frankly resect the segment of the tear 
and tie the two ends, accomplishing thus by the 
same act a complete sympathectomy. Sometimes 
the forceps removes only rather short cellular 
fragments, at other times one removes quite 
definite lamine, and the movement of freeing 
recalls, on a small scale, the subserous decorti- 
cation of an inflamed appendix, but one never 
succeeds in removing a continuous layer; it is 
necessary to repeat the attempt several times 
and with perseverance to catch the sheath again, 
to remove thin meshes, and not to stop until 
one has really the feeling of having removed 
everything. Moreover, one can verify what has 
been done by wetting the wound with a tampon 
soaked with very warm serum; the artery takes 
on then a whitish appearance, looks as though 
made of felt, and one sees very clearly whether 
there remains still some cellular débris more or 
less detached. 

“In the course of the cellular decortication it is 
necessary to be careful to expose the collateral 
branches and guard against tearing them. This 
happens sometimes; by using then a forceps 
and a ligature of oo catgut one repairs this acci- 
dent without injury to the artery. In addition 
to the tears, which cause a spurt of pure blood, 
there may be oozing from the tearing of the 
vasa vasorum.” 
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CLINICAL RESULTS 


In a paper read before the American Surgical 
Association, Leriche (46) stated that he had per- 
formed peri-arterial sympathectomy sixty-four 
times: in eleven cases of causalgia or equivalent 
syndromes, two cases of painful stumps, nineteen 
cases of post-traumatic contractures, four cases of 
extensive traumatic oedema, one case of troph- 
cedema, four cases of ischemic sequelz, one case 
of trophic sloughs on a stump, ten cases of 
trophic sloughs after nerve sections, one case of 
a sore of the heel after medullary injury, one 
case of varicose eczema, one case of spasmodic 
paralysis, three cases in which an attempt was 
made to modify tension of the cerebrospinal 
fluid, two cases of jacksonian epilepsy, one case 
of goiter, one case of intermittent claudication, 
and one case of erythromelalgia. His study of 
cases led him to believe that peri-arterial sym- 
pathectomy is often very efficacious in painful 
phenomena, will influence hypertonic symptoms 
of muscular phenomena, and is very efficacious 
in trophic troubles which lead to ulcers. More 
recently (50) he stated that it has a place in the 
therapy of certain primary localized sclerodermas, 
resistant palmar keratoses, certain alopecias, etc., 
and may be of use in dysfunction of the glands of 
internal secretion. 

The operation has been done by a large num- 
ber of surgeons for various conditions but the 
results have not been uniformly successful and 
have not agreed entirely with those reported 
by Leriche. Matons (71) reported accidental 
perforation of the media during resection of the 
adventitia. 

Forestier (22) found the operation useful on 
the internal carotid in corneal ulcers due to in- 
juries of the head, on the brachial artery in 
Raynaud’s disease, on the hypogastric in kraurosis 
of the vulva, and on the femoral artery in varicose 
ulcers. It is of value not only in angiospasms, 
but also for symptoms due to over-activity of 
the vasodilators. 

Bruening and Forster (13) have reported a suc- 
cessful peri-arterial sympathectomy in the case 
of a woman of 45 years who had a severe vaso- 
motor trophic neurosis incident to inflammation 
of the sheaths of the extensor tendons of the 
right thumb. 

With regard to causalgia, the testimony of 
Carter (17) who examined over 1,000 cases of 
injuries to the peripheral nerves is of great value. 
The first case of causalgia was reported in 1813 
by Denmark, but it was not until 1864 that 
Weir Mitchell (75) gave the first complete and 
classical description. 
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Causalgia (thermalgia) is an intensely painful 
condition almost entirely limited to certain 
sensory areas of the distribution of the median 
and sciatic nerves caused by lesions of these 
nerves at points more or less distant from the 
areas mentioned, and characterized by local 
vasomotor disturbances and general hypersensi- 
tiveness of the nervous system—a painful vasomo- 
tor neurosis due to irritation of a mixed nerve. 

Peri-arterial sympathectomy is not of value in 
causalgia. The fundamental lesion in this and 
allied conditions is an intraneural and perineural 
sclerosis. The irritation thus set up in fibers 
at the site of injury to the nerves causes perverted 
afferent impulses to be sent back to the cord, 
and possibly to the subcortical and cortical cen- 
ters. From here, efferent responses of vasodilator, 
secretory, and trophic natures are reflected to 
the peripheral distribution of the nerve, where 
reaction on the end-organs and sensory corpuscles 
in this area is interpreted as pain. 

The operative treatment of causalgia is neu- 
rolysis, though the intraneural injection of 60 
per cent alcohol as suggested by Bicard and 
carried out by Lewis and Gatewood (7) has 
given very satisfactory results where neurolysis 
alone may not have given relief. 

In the case reported by Halstead and Chris- 
topher (26) the improvement was very striking. 
In this instance a diagnosis of endarteritis obliter- 
ans had been made and the excruciating pain 
prevented sleep or walking more than half a 
block at a time. Varied medical treatment was 
tried in vain. Ten months after peri-arterial 
sympathectomy the patient was free from pain 
and on his feet almost continuously for twelve 
hours daily in his work as a restaurant cashier. 
Before the operation the leg was cold, but it 
now becomes warm when the patient is in bed. 

Callander reports ten “arterial decortications,” 
as he prefers to term them, on six patients. He 
classified his cases into groups. In the first group, 
in which the arterial changes at the time of 
operation were thought to be spasmodic rather 
than obliterative, there was no improvement after 
the operation. 

In the second group in which an obliterative 
arteritis seemed to play the predominant rdle, 
there was one cure and two cases without im- 
provement. 

In the third group, cases of unaccounted-for 
pain, there was unaccounted-for pain in the 
thumb. Following the operation the pain dis- 
appeared, but another pain developed in the 
flexor group of muscles. The latter also ceased, 
however, and there has been no recurrence. 


Straus (36,90) reported favorably on two cases 
before the Chicago Surgical Society in 1922. 


CONCLUSIONS 


From the foregoing examination of the sub- 
ject it may be seen that: 

1. Peri-arterial sympathectomy has been of 
great help in certain conditions which otherwise 
were perhaps hopeless. 

2. Various observers have been unable to 
verify certain of Leriche’s clinical observations. 

3. More recent discoveries of the anatomy 
and physiology of the sympathetic system make 
it very difficult to explain the clinical phenomena 
which Leriche has reported. 

4. The subject is a very inviting field for 
further study and research. 
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Eiselsberg, A., and Pichler, H.: The Plastic Repair 
of Skin Defects of the Jaw and Chin (Ueber 
den Ersatz von Kiefer-und Kinnhautdefekten). 
Arch. f. klin. Chir., 1922, cxxii, 337. 

In the treatment of defects of the jaw caused by 
trauma or the operative removal of a neoplasm, it 
is important to provide immediate relief by means 
of a provisional splint. Later, a plastic operation 
can be done which will render the prosthesis un- 
necessary. 

The defect may be repaired by a plastic procedure 
using tissue from the surrounding parts or by the 
free transplantation of bone obtained from a dis- 
tant part of the body. In the first method (that of 
Krause and Bardenheuer) a fragment of bone left 
attached to its old bed by a pedicle of muscle is 
employed. In the removal of the fragment it is 
important to avoid injury to the buccal mucous 
membrane. After sufficient mobilization, the frag- 
ment is laid in its new bed where it is held in place 
by dovetailing and, if necessary, by one or two wire 
sutures. For from two to four weeks, the lower teeth 
are fastened to the upper by ligatures, nourishment 
being given througha gap where the teeth are missing. 

This flap procedure was used sixty-six times on 
sixty-two patients (four times bilaterally). The re- 
sult was definitely successful in fifty-two cases and 
apparently successful in four. In one case it was 
successful on one side only, and in five it was a 
failure. In the authors’ opinion, two of the failures 
must be attributed to a chronic nephritis which 
was present before the operation. 

Free bone transplantation was employed in 
twenty-nine cases. The transplant was taken from 
the crest of the ilium and from the tibia in fourteen 
cases each, and from the rib in one case. After both 
stumps of the jaw have been exposed and freshened, 
a pattern is cut from a thick sheet of lead which will 
reproduce the curve of the maxillary arch and extend 
as far as necessary on both fragments. A pledget 
dipped in Pregl’s solution is then laid in the wound 
and the transplant is chiseled from the iliac fossa 
according to the lead pattern. The piece of bone 
is then immediately fixed in the defect with perios- 
teal sutures and the soft parts are drawn over it as 
well as possible. Wire sutures should not be used. 
During the operation and the after-treatment the 
prosthesis is left in the mouth to keep the maxillary 
stumps and the transplant in position. 

Of the patients operated on by this method, four- 
teen were completely cured, three were benefited, 
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nine remained uncured, and four died. As three of 
the deaths were probably due to the effects of the 
anesthetic, the operation should be performed under 
local or conduction anesthesia if possible. 

In cases in which bone transplantation cannot be 
carried out, a permanent splint should be worn. 
The authors give full directions for making such a 
splint. 

For the repair of extensive cutaneous defects of 
the chin the authors used a two-pedicled flap 
formed from the scalp, each pedicle of which con- 
tained a temporal artery. The hairless skin of the 
forehead was turned inward. The defect on the 
head was covered by Thiersch grafts. The method 
and the results of the operation are shown in cuts. 

Of special importance in the treatment of these 
injuries is the co-operation of a dentist with sur- 
gical training and a surgeon with dental training. 

Harms (Z). 
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Luedde, W.H.: The Significance of the Tuberculin 
Reaction and Other Problems in Ocular Tu- 
berculosis. Am. J. Ophth., 1923, vi, 161. 


Luedde uses much smaller amounts of tuberculin 
than were employed formerly; his diagnostic doses 
begin as low as 0.0002 mgm. of old tuberculin. He 
states that by close observation a focal ocular 
reaction may be detected. Rarely does he use more 
than 0.005 mgm. of old tuberculin for diagnosis, and 
seldom more than that amount of any tuberculin 
in treatment. 

To illustrate some of the problems he mentions 
a number of cases he has treated. In the case of a 
boy there seemed to be an associated hereditary 
lues which was unsuspected until a nodular keratitis 
became worse under treatment with tuberculin. 
Antiluetic treatment was quickly followed by 
improvement. 

Ocular tuberculosis seems to be relatively un- 
common in persons with pulmonary tuberculosis, 
and pulmonary tuberculosis relatively uncommon 
in those with ocular tuberculosis. In the majority 
of persons showing a focal ocular reaction there is a 
focal reaction in the nasal mucosa. To explain this 
fact Luedde cites several cases in which it seemed 
that the patient with ocular tuberculosis had been 
recently exposed to persons with pulmonary tuber- 
culosis. Luedde assumes that the fine tuberculous 
spray coughed up was implanted in the nasal mucosa 
and the conjunctiva. The person with pulmonary 
tuberculosis does not infect his own nasal mucosa 
because when he coughs he does not force the 
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secretion into the nose as the soft palate is raised 
and the spray is sent through the mouth. 

Several cases of typical ocular tuberculosis have 
been associated with infections in the posterior nasal 
chambers and tonsils. Drainage of the sinuses and 
tonsillectomy were followed by marked improve- 
ment or healing of the ocular condition without the 
use of tuberculin. 

Three explanations are given: 

1. The nasopharyngeal disease may be the active 
focus of tuberculous infection which causes the 
ocular disease by diffusion of toxins. 

2. The nasopharyngeal disease may not be 
tuberculous, yet may act by lowering the resistance 
of the ocular tissues to the infection. 

3. We may deny that the focal reactions to test 
injections of tuberculin have any diagnostic sig- 
nificance. 

Luedde sent out a questionnaire to a number of 
prominent pathologists and ophthalmologists in- 
icrested in pathology to determine whether the 
focal reaction of tuberculin was generally regarded 
today as having specific diagnostic importance. 
There was some difference of opinion. Luedde 
draws the following conclusions: 

t. A focal ocular reaction caused by a test injec- 
tion of tuberculin renders the diagnosis of ocular 
tuberculosis highly probable, but does not make it 
absolutely positive. 

2. The therapeutic benefits obtained from the 
use of tuberculin in ocular tuberculosis must be 
recognized but can be explained rationally either 
as a specific or a non-specific effect. 

3. Clinical experience demonstrates that the 
radical elimination of focal infections, especially 
those of the nasopharynx, and the proper treatment 
of any coexisting constitutional disease will render 
less frequent the indications for the use of tuberculin 
either as a diagnostic or a therapeutic agent in 
ophthalmic practice. Tuomas D. ALLEN, M.D. 


Hill, E.: The Causes of Bitemporal Contraction of 
the Visual Field. .1m. J. Ophth., 1923, vi, 257. 

The forty cases presented in this article call 
attention to the different forms of visual field im- 
pairment as they may occur in hypopituitarism 
with or without convulsions, with pituitary head- 
ache, pituitary disturbance in relation to infection, 
hyperpituitarism, cerebral syphilis, hydrocephalus, 
and tumors. 

Temporally contracted fields, particularly in the 
upper quadrants, are usually found when the 
pituitary is enlarged. Tendencies to homonymous 
hemianopsia are fairly frequent. 

The clinical symptoms and signs of hypopituita- 
rism are discussed in detail and twenty-seven cases 
in the series classed as hypopituitary are analyzed. 
In nineteen the eyegrounds were normal, in three 
there was primary optic atrophy, in another there 
was palior of the temporal cuadrants of the disc, 
in two the discs were hyperemic with blurred 
edges, in one the discs were covered by exudate, and 


in one there were choked discs. Sixteen cases showed 
upper temporal slants in the visual fields; tourteen, 
enlarged blind spots; four, an upper temporal 
quadrant defect for red in the field of one eye: and 
four, an upper temporal quadrant scotoma. There 
was also bitemporal contraction as great above as 
below, homonymous hemianopsia, concentric con- 
traction, and tubular fields. Among the patients 
with hypopituitarism, twelve suffered from re- 
current convulsions. Seven showed bilateral upper 
temporal contraction; four, unilateral upper temporal 
contraction; and one, a tendency to homonymous 
hemianopsia. The type of pituitary headache, the 
deep bitemporal pain described by Pardee, is 
referred to. Temporal contraction of the visual 
fields should be a regular finding in these cases. 
Careful perimetry with the use of small test objects 
will reveal upper temporal slants which are missed 
in a casual charting of the fields. 

In three hyperpituitary cases the fields showed 
evidences of pressure upon the chiasm. In cerebral 
syphilis, bitemporal limitation is the most frequent 
form of visual field defect. This was present in both 
of the author’s two cases. 

Two cases of hydrocephalus illustrate the effect of 
this condition upon the optic chiasm. The field 
differed from the most common fields of pituitary 
enlargement in that the upper temporal quadrants 
were no more contracted than the lower. Another 
case in this group showed bitemporal contraction 
which at times was greater in the upper quadrants. 

The six cases of tumor all showed fields charac- 
teristic of pressure upon the chiasm. One was 
verified by operation and the others improved under 
treatment. 

In conclusion, the author emphasizes the peculiar 
distribution of the visual fibers in the chiasm and in 
the tracts beyond, which allows characteristic 
changes in the field of vision. More attention 
should be given to perimetry in the early diagnosis 
of slighter disorders situated in the region of the 
chiasm and also those remote therefrom which 
exert secondary effects through the intervention of 
hydrocephalus. The use of small test objects is 
urged as they reveal tendencies toward bitemporal 
hemianopsia. A. B. Dykman, M.D 


Amat, M. M.: Amaurosis and Amblyopia Produced 
by Quinine (Amaurosis de un ojo y ambliopfa del 
congénere producidas pro la quinina). Siglo med. 
1923, Ixx, 439. 

The author brings out the following points: 

t. Quinine is one of the most important drugs 
causing amaurosis or amblyopia. 

2. The condition occurs usually after the ad- 
ministration of moderate doses (6, 8, 10 gm.) over 
a period of days. 

3. Of the newer preparations, optochin has 
caused many cases, this probably being due to 
improper preparation and standardization. 

4. The ocular manifestion is usually a fundus 
change. During the acute stage this may be im- 
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proved by treatment. Usually there is permanent 
damage to the optic nerve. 

5. The treatment is primarily prophylactic, 
namely, the education of the medical profession as 
a whole as to the method of administering quinine 
and as to the prodromal symptoms of ocular toxicity. 
The active treatment consists in the administration 
of vasodilating drugs—nitroglycerin nitrites fol- 
lowed by gradually increased hypodermic doses of 
strychnine. 

The author reports a case of malaria in which the 
outstanding feature was the fundus picture in the 
left eve, which showed a marked pallor of the papilla 
with blurred margins and a large paracentral and 
circumpapillary zone of retinal pallor extending 
almost to the margin of the peripheral retina. On 
account of the retinal pallor, the picture somewhat 
resembled that of embolism of the central retinal 
artery. The media of the right eye was so fogged 
that even a red reflex could not be obtained. The 
condition improved considerably under treatment 
with vasodilating drugs and strychnine. but per- 
manent atrophy of the discs remained. 

FRANKLIN P. ScHuSTER, M.D. 


Williamson, R. T.: The Recognition of Hemianop- 
sia in General Practice, and Its Diagnostic 
Importance. Praclilioner, 1923, cx, 276. 


Williamson advocates determining the field of vi- 
sion in all cases of cerebral affections of sudden onset. 
In many acute cerebral diseases signs of hemiplegia 
do not appear and the symptoms have been attrib- 
uted to other than focal brain lesions. If the fields 
of vision are determined, a definite hemianopsia may 
be revealed. 

Three cases are reported in which hemianopsia 
was present when no other localizing symptom was 
found and the patient did not complain of any 
defect in vision. The sudden appearance of cerebral 
symptoms was followed by apparently prompt 
recovery, but the hemianopsia remained to show 
the location and the nature of the lesion. 

In the acute cases the hemianopsia is due to 
sottening in the region of the posterior cerebral 
artery following embolism or thrombosis. In the 
chronic cases it is due to tumor, abscess, basal 
meningitis, etc. Vircit Westcott, M.D. 


Mosher, H. P.: The Combined Intranasal and Ex- 
ternal Overation on the Lachrymal Sac: 
Mosher-Toti. An. Otol., Rhinol. & Laryngol., 1923, 
XXX, I. 

Sauer, W. E.: Dacryorhinocystotomy; Combined 
Methods. Ann. Otol., Rhinol. & Laryngol., 1923, 

/xxxii, 25. 

Mosher makes a straight incision at about the 
nasal edge of the lachrymal sac, clear down to the 
bone, and lifts the sac from its bed. On account of 
the thinness of the lachrymal bone in the posterior 
portion of the bed and the thickness of the ascend- 
ing process of the maxilla in the anterior portion 
of the bed, he plunges a probe through the thin 
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portion and then enlarges this opening from either 
the nasal or the ocular side. Before this is done 
he removes the anterior portion of the middle tur- 
binate and corrects any deviation of the septum 
which may be present. Consequently he performs 
two operations, allowing the wound of the first to 
heal before performing the second. At the second 
operation he curettes the remaining anterior ethmoid 
cells, removes the nasal wall of the lachrymal sac 
and duct completely as far down as possible, and 
sutures the anterior nasal edge of the sac to the 
periosteum and the subcutaneous tissue at the an- 
terior edge of the nasal opening. He then closes 
the skin incision very carefully. 

Mosher claims this operation can be done on the 
simplest or the most complicated cases of lachry- 
mal obstruction or disease, and that practically all 
of it can be done with good exposure. His results in 
seventy cases, which appear to be unusually good, 
he gives in tabular form. 

Sauer emphasizes the fact that the anatomy of 
the region is not always constant; that in some 
cases the middle turbinate lies over the position of 
the lachrymal sac, in others is anterior, and in still 
others is posterior to this position. He introduces 
a Ziegler probe through the lower canaliculus and 
passes it into the nose low down, from the bed of 
the lachrymal sac. He thus outlines definitely the 
portion he wishes to enlarge. To effect the enlarge- 
ment he uses a burr from the nasal side, removing 
the anterior end of the middle turbinate and the 
anterior ethmoid cells in part, if necessary. He 
states that he has obtained very good results and 
claims that his method is more simple than others 
described. It cannot be used, however, in compli- 
cated cases of sac infection. 

The article contains cuts illustrating both of these 
operations. Tuomas D. ALLEN, M.D. 


Chance, B.: The Etiology of Uveitis. Am. J. Ophth., 
1923, Vi, 284. 

Uveitis is an endophthalmia, either primary, 
when the original site of the disease is in the iris or 
ciliary body, or secondary, when an affection of 
neighboring parts has been transmitted to the iris 
or ciliary body. Its origin is either exogenous or 
endogenous. Although some cases must be con 
sidered non-bacterial, the condition is usually 
dependent upon micro-organisms or their toxins. 
The poison is probably present in the aqueous 
humor and reaches it through the blood stream. 

In the experience of the author, chronic iridocy 
clitis is rare in the first fifteen years of life and in 
extreme old age. It is most common between the 
twentieth and fortieth years and more common in 
women than in men. A greater number of cases are 
reported from northern regions than from warmer 
regions, and during damp seasons than in dry. The 
frequency of primary uveitis among all types of 
ocular disease is from 1 to 3 per cent. Generally it 
is unilateral. In bilateral cases it usually does not 
begin on both sides at the same time. 
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The author does not discuss cases of iridocyclitis 
resulting from a wound of the cornea-sclera nor 
from the toxemia derived from such wounds, deal- 
ing only with those dependent upon infectious 
diseases (excluding tuberculosis and syphilis), in- 
ternal areas of suppuration, and certain disturbances 
of metabolism. The most important conditions 
tending to cause uveitis are tuberculosis, syphilis 
and gonorrhoea, rheumatism and gout, and the 
acute infectious diseases such as diphtheria, pneu- 
monia, influenza, epidemic meningitis, malaria, 
etc. The association of uveitis with acute rheumatic 
fever must be extremely rare, but the possibility 
of the metastasis of purulent matter must not be 
overlooked. 

The fruitful results of a search for focal infections 
throughout the body has greatly reduced the number 
of cases ascribed to rheumatism. Affections of the 
anterior segment of the globe occurring in the 
subjects of the various forms of polyarthritis and 
muscular rheumatism are but additional manifesta- 
tions of the infection or toxamia which causes the 
muscular and fibrous tissue pain and lesions. In 
cases of gout the cause of the general disease is 
probably responsible for the eye affection also. 
Many of the cases classified as rheumatic are in 
reality gonorrhceal. This should be borne in mind 
in the treatment of cases of chronic insidious 
uveitis in women. The involvement of the uveal 


tissues does not take place until the active symptoms 
of the gonorrhoea are subsiding. Many cases of 
chronic iridocyclitis accompanied by exudation into 
the anterior chamber will be found of gonorrhoeal 


origin. 

In diabetes the relationship of iritis to the general 
health has not been satisfactorily worked out. The 
occurrence of boils and carbuncles in diabetics may 
be attributed to infection and accepted as an ex- 
planation of the iritis. However, these symptoms 
may be an expression of a common infection; the 
causes that were responsible for the faulty nitrogen 
metabolism and the diabetes may also be the cause 
of non-bacterial inflammation of the uveal tract. 

There are two types of uveitis dependent upon 
dental infection. One is an acute iritis with ex- 
tension to the ciliary body and accompanied by 
intense exudation into the tissues and clouding 
of the sight. In most cases of this type the teeth 
are badly decayed. The other is that occurring in 
cases in which X-ray examination discloses apical 
abscesses and gingival inflammation. This is the 
chronic uveitis which is confined to the iris and 
associated with little tendency to exudation. In- 
fection is carried through the vascular or lymphatic 
systems. 

Chronic inflammation of the tonsils is next in 
importance to pyorrhoea as a source of iridocyclitis. 
In the management of every case of acute and 
chronic iridocyclitis the tonsils and the lymphatic 
ring should be investigated. 

Some cases of uveitis are of intestinal origin, 
especially those which show relapses after every 
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indiscretion in diet. In these, the condition js 
probably a manifestation of protein sensitization 
for certain foods. 

The article is concluded with a discussion of the 
pathogenesis of bacterial uveitis, attention being 
drawn to the fact that the ocular tissues favor the 
growth of bacteria. A. B. DyKman, M.D. 


Butler, T. H.: Some Unusual Results of Opera- 
tions for Cataract. Proc. Roy. Soc. Med., Lond., 
1923, xvi, Sect. Ophth., 21. 

The author reports seven cases. 

The first case illustrates aniridia following a 
preliminary iridectomy. The iris was completely 
severed at its root. Butler cannot account for the 
result as no traction was made on the iris, nor did 
the patient move the eyeball while the iris was in 
the grasp of the forceps. 

The second case was a case of erroneous diagnosis. 
A mature cataract of the right eye was diagnosed by 
an assistant. No red reflex was obtained. Prelimi- 
nary iridectomy was performed. The patient re- 
turned six months later with the fundus clearly 
visible. The author believes this was a case of 
hemorrhage in the anterior vitreous with absorp 
tion; hence the clearing of the media. 

The third case was a case of total absorption of a 
cataractous lens following preliminary iridectomy. 
The author is convinced that no injury was done the 
lens capsule and is unable to account for the result 
unless the severe inflammation following the opera- 
tion had an influence in the absorption. 

In the fourth case there was a bulging cicatrix 
following a very small iris incarceration in the 
iridectomy wound. This occurred seven months 
after the operation. 

In Cases 5 and 6 there was rapidly increasing 
astigmatism following cataract extraction. 

Case 7 was a case of what the author calls a mild 
sympathetic ophthalmitis which took the form of 
a subacute glaucoma of the sympathizing eye. This 
followed cataract extraction on the exciting eye. 
Enucleation of this eye was followed by. reduction 
of tension in the remaining eye. 

STEPHEN A. SCHUSTER, M.D. 


Woods, A. C., and Dunn, J. R.: An Etiological 
Study of a Series of Optic Neuropathies. /. 
Am. M. Ass., 1923, \xxx, 1113. 


The authors studied a group of eighty-six cases 
presenting optic nerve changes with a view to 
determining the possible relationship of any of these 
changes to diseases of the accessory nasal sinuses. 

Forty per cent of the series were caused by syphi- 
lis, the predominating type of lesion being primary 
optic atrophy. Eleven cases in the series could be 
traced to disease of the accessory nasal sinuses. All 
of the patients had greatly diminished vision with 
clear media and normal fundi. The visual fie!ds 
showed a disturbance in central vision with a central 
scotoma which varied in intensity from relative to 
absolute. The laryngological diagnosis in these cases 
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included chronic sphenoiditis, ethmoiditis compli- 
cated by sphenoiditis, infection of the antra, and 
pansinusitis. The cases in the acute stage were all 
cases of retrobulbar neuritis showing normal fundi. 
The operative results in these cases were excellent. 
Of the cases in the atrophic stage, 70 per cent showed 
a picture of primary atrophy of the papillomacular 
bundle and the rest showed evidence of preceding 
inflammation around the nerve head. 

There were ten cases in which brain tumors were 
responsible for the disorder: in four, a tumor of the 
cerebellopontile angle; in two, a hypophyseal 
tumor; in two, a tumor of the cerebrum; in one, a 
tumor of the floor of the fourth ventricle; and in 
one, a prechiasmal tumor of the left optic nerve. 

There were five cases in which multiple sclerosis 
appeared to be the causative factor. 

Of ten cases of toxic amblyopia two were due to 
ethyl alcohol and the rest to methyl alcohol. Five 
of the patients observed in the atrophic stage 
showed the picture of atrophy of the papillomacular 
bundle. Four showed primary optic atrophy, and 
one in the acute stage showed an optic neuritis. 

There were twelve cases in which a definite diag- 
nosis could not be made. Five showed primary 
optic atrophy, four a secondary atrophy, and three 
an atrophy localized especially in the papillomacular 
bundles. 

In the authors’ opinion it seems clear that the 
type of optic nerve disturbance caused by sinus 
disease is generally a rather definite clinical entity. 
The picture constantly observed is that of a retro- 
bulbar nerve disturbance, diminished vision, the 
defect being in the central field, normal field out- 
lines, and normal fundi. Their studies indicate that 
inflammation and elevation of the optic disc must 
be an exception rather than the rule in disorders of 
the optic nerve caused by sinus disease. 

A. B. Dyxman, M.D. 


EAR 


Knudsen, V. O., and Shambaugh, G. E.: The 
Sensibility of Pathological Ears to Small 
Differences of Loudness and Pitch, Including 
a Report on Seven Cases of Diplacusis. Laryn- 
goscope, 1923, XXXIIl, 353. 

This is a preliminary report on research on the 
sensibility of the ear to small differences of loudness 
and pitch, and is not presented as a practical addi- 
tional aid in the diagnosis or treatment of ear con- 
ditions, although this will probably develop later 
and principally along the lines of improvement 
in hearing devices. 

The authors point out that toprescribe artificial aids 
for hearing intelligently it is essential to know the 
sensibility of the ear to small differences of loudness 
and pitch, since the interpretation of speech and 
musical sounds requires this capacity. If the pitch- 
and intensity-discrimination power is normal in a 
pathologic ear, appropriate amplification of sounds 
restores normal hearing; if it is subnormal, mere 
amplification is not sufficient. 
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The method of just discernible differences in loud- 
ness and pitch is employed. The source of sound 
used is a telephone receiver actuated by energy 
from a vacuum tube oscillator producing tones be- 
tween 30 and 20,000 d.v. The circuit is so designed 
that the tone emitted will fluctuate abruptly 
from a tone of one loudness to a tone of greater 
or less loudness of equa] duration at a rate of 
50 per minute. 

If the difference in loudnegs of the two tones is 
greater than the smallest perceptible difference for 
the ear under test, the two tones will be heard as a 
flutter tone; otherwise they will be heard as a steady 
tone. 

A similar procedure is used for pitch except that 
the frequency instead of the intensity of tone is 
made to fluctuate alternately. 

It was found that the normal ear can perceive 
smaller percentages of change in loudness for 
moderate and loud tones—a difference in about 10 
per cent or 400 gradations of loudness for tones of 
medium pitch—than for low tones. The sensibility 
to small differences of loudness depends on the pitch, 
but the average curve for nineteen ears indicated that 
sensibility to loudness is almost independent of the 
pitch over the range used in speech and music. 
Average curves showed that for higher tones the 
normal ear can perceive a difference of pitch corre- 
sponding to one-twentieth of a semitone or about 
2,000 gradations of pitch within the audible range. 
In a series of pathologic ears affected by various 
types of fixation deafness, nerve degeneration, or 
diplacusis and combinations, the results indicated 
that these processes do not greatly affect the pitch- 
and intensity-differentiating mechanisms. 

STEPHEN A. ScHusTER, M.D. 


Bridgett, F.: The Determination of the Line of the 
Descending Portion of the Facial Canal in 
Doing the Mastoid Operation. Laryngoscope, 
1923, XXXili, 329. 

On the basis of a series of specimens of macerated 
temporal bones, the author points out the established 
landmarks, viz.: (1) the supermeatal triangle, (2) 
the linea temporalis, (3) the posterosuperior wall of 
the meatus, and (4) the bulging on the inner wall of 
the mastoid cavity produced by the sigmoid groove. 

In the curetted and cleaned-out mastoid cavity 
the operator does not have a well-established land- 
mark corresponding to the descending portion of the 
aqueductus fallopii below the point at its inner 
turn on the inner wall of the antrum to its termina- 
tion at the stylomastoid foramen. The author 
points out that the digastric fossa invariably leads 
from behind forward, directly to the stylomastoid 
foramen. When the cortex of the mastoid cavity is re- 
moved and the cellular structure exenterated there 
is a ridge corresponding to the digastric groove 
which is formed by the outward and downward 
growth of the mastoid process. Internally, the 
digastric groove leads invariably to the stvlomastoid 
foramen. 
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This point in the mastoid cavity at the juncture of 
the ridge with the posterior wall of the external 
auditory canal, which corresponds to the stylo- 
mastoid foramen externally, the author calls the 
‘“infra-mastoid juncture.” <A line connecting this 
juncture with the inner wall of the antrum maps out 
the facial canal. I'RANKLIN P. SCHUSTER M.D. 


Friedman, J., and Greenfield, S. J.: Primary 
Thrombosis of the Mastoid Emissary Vein 
with Secondary Involvement of the Lateral 
Sinus. Laryngoscope, 1923, XXxxiii, 347. 

After reviewing briefly the gross and topograph- 
ical anatomy of the mastoid emissary veins, the 
authors discuss the mode of infection of these veins. 
Secondary involvement is not uncommon and 
usually follows suppuration of the post-auricular 
glands, involvement of posterior groups of mastoid 
cells, or thrombosis of the lateral sinus. In dis- 
cussing primary involvement of the emissary the 
authors refer to infection of this structure with 
secondary involvement of the lateral sinus, although 
the emissary was infected secondarily to a mastoid- 
itis. They report a case of this character. A com- 
plete simple mastoidectomy was performed. The 
lateral sinus was found normal. The thrombus in 
the emissary vein was traced as far as the lateral 
sinus. The vein was left undisturbed at the primary 
operation. 

The temperature, pulse, and blood count were 
rather characteristic of systemic infection although 
blood cultures were sterile. The condition became 
more serious until the jugular vein was ligated, the 


lateral sinus was opened, and the thrombosed 


emissary had sloughed away. Recovery was un- 
eventful except for a transient acute nephritis which 
cleared up. STEPHEN A. ScHUSTER M.D. 


NOSE 


Syme, W. S.: Nasal Accessory Sinus Disease and 
Systemic Infection. Practitioner, 1923, cx, 353. 


Syme urges examinations of the accessory sinuses 
when a search is made for a focus of infection, and 
cites several cases in which removal of the infection 
cleared up the general trouble. The most frequent 
symptoms produced by the sinus infection are nasal 
catarrh, post-nasal dropping, and frequent head 
colds. The only method of proving that the antrum 
is not the focus of infection is puncture and lavage. 
In negative cases no secretion except possibly a 
slight trace of mucus is obtained. Antrum disease 
may occur at any age. O. M. Rott, M.D. 


Lewis, F. O.: The Radical Frontal Sinus Operation, 
with Report of Cases. Ann. Otol., Rhinol. & 
Laryngol., 1923, XXxii, 305. 

The author believes that in a large percentage of 
cases in which there is a chronic suppurative process 
of the frontal sinus, the radical operation is the 
method giving greatest assurance of permanent relief 
from such distressing symptoms as recurring or per 
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sistent pain and headaches, purulent nasal and post 
nasal discharge, alarming vertigo, gastro-intestinal 
lesions, and focal infections. In cases with external 
fistule, intracranial complications, extremely large 
sinuses (often with septal divisions), bone necrosis, 
severe orbital complications, and unsuccessful intra 
nasal operations the radical procedure is the only 
method of treatment. . 

By the radical operation the author means the 
Killian procedure or one of its many slight modifica 
tions. By this method of approach it is possible to 
visualize the entire field of operation and to deter- 
mine the contents of the sinus. Lewis has little 
faith in the intranasal method, even in suitable 
cases. 

This article is based on a series of forty cases. 
A considerable number of them are reported in 
detail. 

Emphasis is placed on the importance of the post- 
operative treatment and the correction of any 
marked deformity which may be present after the 
operaticn. A. R. HoLtenper, M.D. 


Skillern, R. H.: The End-Results of Radical Opera- 
tions on the Accessory Sinuses. Ann. Otol. 
Rhinol. & Laryngol., 1923, xxxii, 139. 

By ‘radical operation” is meant an operation 
performed with the single purpose of giving absolute 
relief from symptoms with a more or less perfect 
cure, regardless of the severity or extent of the 
surgical procedure. 

The sequele of radical operations on the frontal 
sinus may be: (1) persistence of pain; (2) hemi-an- 
wsthesia of the brow and scalp; (3) persistence of 
discharge; (4) neuralgia about the cicatrix; (5) 
diplopia; or (6) epiphora. 

Radical operations on the maxillary sinus are 
seldom followed by unpleasant after-effects. Such 
after-effects are: (1) anesthesia of the upper lip 
and teeth on the side operated upon; (2) permanent 
fistula into the mouth; (3) excessive dryness of : 
the nose on the affected side; and (4) the gradual 
return of the discharge after an apparent cure. 

Important sequela in the sphenoid sinus are: 
(1) gradual closure of the opening before the sup 
puration has ceased, and (2) re-infection with inter- 
mittent suppuration. 

Radical operations on the ethmoid labyrinth may 
be followed by: (1) the continuance of the dis- 
charge; (2) the continuance of the pain; (3) par- 
tial occlusion of the nostril; or (4) ocular symptoms 
which were not present previous to the operation. 

The author believes that in cases of disease of 
the ethmoid labyrinth it is best not to try to effect a 
cure in one operation, and that the middle turbinate 
should be removed in a preliminary operation to 
allow better aeration and drainage and a more 
careful study of the labyrinth. In conclusion he 
states that we should remember that experience 
has taught that radical operations upon the accessory 
sinuses do not always mean radical cures. 

W. B. Stark, M.D. 
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MOUTH 


Willcox, W., Goadby, K., Hunter, W., Hern, W., 
and Others: A Discussion on Dental Sepsis 
as an Etiological Factor in Disease of Other 
Organs. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Odont., 7. 


The extraction of teeth without proper indications 
is to be strongly condemned. On the other hand, the 
preservation of teeth which are foci of infection 
leads to impairment of health and disease of other 
organs. 

The organisms commonly found in dental in- 
fections are staphylococci and streptococci. The 
streptococci are usually classified in three groups: 
the hemolytic group, the viridans group, and the 
indifierent group. 

Dental sepsis may be secondary to some other 
disease or toxemia. An excellent illustration of this 
is scurvy, in which marked dental sepsis is one of 
the earliest symptoms and a diet rich in antiscorbutic 
vitamins leads to rapid improvement and perhaps 
to the disappearance of the dental sepsis. 

In infections of the teeth and gums the focus of 
infection should be removed by extraction or suit- 
able treatment. It should be remembered also that 
very frequently intestinal infection results from 
dental infection and that this may require treat- 
ment by such methods as irrigation of the colon or 
the use of an autogenous vaccine. 

James C. BRASWELL, M.D. 


Paterson, H. J.: A Note on the Operative Treat- 
ment of Malignant Disease, with Special 
Reference to the Tongue. Lancel, 1923, cciv, 951. 


A malignant growth spreads peripherally by in- 
vasion of the surrounding tissues and distally by 
permeation of the lymphatic system. In many cases 
in which an incomplete resection was done and in- 
vaded lymph glands were left, the patient lived for 
ten to twelve years, and in some, apparent recovery 
resulted. The lymph system is the body’s defense 
against the spread of the disease, and to a limited 
extent is able to deal with these cells. 

If the surgeon were certain to remove the entire 
growth without leaving any cells, it would be correct 
to remove all lymph glands involved, but when these 
glands are gone, any cancer cells remaining in the 
wound will find their way to more distant glands 
beyond the reach of surgery. If the glands draining 
the field are left to act as scavengers, they may 
arrest the spread of any cells remaining in the 
wound and may then be removed before any cells 
within them can spread to more distant regions. 

The author’s method consists in the removal of 
the growth with a cautery followed by a secondary 
dissection of the glands from three to four weeks 
later. He reports five cases of carcinoma of the 
tongue treated in this manner. Four of the patients 
are alive and free from recurrence after a period 
of seven years. The fifth cannot be traced. 

WitiiaM J. Pickett, M.D. 
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Blair, V. P.: Ranula. Ann. Surg., 1923, Ixxvii, 681. 

Two types of mucoid cysts occur in and about the 
floor of the mouth: 

1. Relatively small, rare cysts which originate 
from various mucous or submucous glands, lie in or 
just under the mucosa of the floor of the mouth or 
under the surface of the tongue, and tend to pro- 
trude into the mouth. Complete removal of these is 
a simple procedure. 

2. The more common type of ranula which lies 
in the floor under the mucosa and submucous tis- 
sues and burrows so that the amount discernible 
within the mouth does not indicate the true extent 
of the condition. Complete removal may be difficult 
or surgically impracticable. 

The author does not accept the commonly held 
view that the cause of ranula is an obstruction cyst 
of the sublingual gland. Obstruction of the sub- 
maxillary duct or dilation of a Fleischmann bursa 
seems still more unreasonable as an explanation. 
He believes with Thompson that deep ranula and 
related cysts have their origin in migrated portions 
of the cervical sinus. This hypothesis will explain 
all hitherto observed types such, for example, as that 
which extends up to the base of the skull as a para- 
faucial cyst and others that extend an indefinite 
distance into the neck or submental 1egion. 

Thompson calls attention to the impracticability 
of removing the parafaucial extension of the cyst 
when it is closely adherent to the base of the skull 
and the styloid process. Simple incision and cauteri- 
zation seldom cure. To avoid excision, Thompson 
recommends a triangular incision and suturing of 
the triangular flap down into the bursa to form a 
permanent drainage fistula. Blair suggests using a 
quadrilateral flap from the mucosa of the cheek to 
establish permanent drainage from an unremovable 
portion of a parafaucial extensicn cyst. 

WALTER C. Burket, M.D. 


THROAT 
Syme, W. S.: Surgical Diathermy in the Treat- 


ment of Malignant Disease of the Throat. 
Glasgow M. J., 1923, n.s. xvii, 221. 


The author reports the results in sixteen cases of 
malignant disease of the throat treated in the past 
two vears by surgical diathermy. Six of these cases 
were presented at the meeting of the Royal Medico- 
Chirurgical Society of Glasgow. Of these six, four 
were referred as inoperable, and two were early 


cases of epithelioma of the tonsil and fauces. In 
one of the four inoperable cases, with a malignant 
growth involving the upper and lower jaws, the 
angle between the fauces, the tongue, and the side of 
the pharynx, there was a large glandular swelling in 
the anterior triangle. The primary growth was 
removed by surgical diathermy in June, 1922. In 
February, 1923, the glandular enlargment had de- 
creased to the size of a small egg. It was then 
removed. Microscopic examination showed “a very 
good attempt at cure.’ Most of the gland had 
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become converted into dense fibrous tissue which 
was crowding upon the few cell rests which re- 
mained. In two cases operated upon nine and eight 
months previously there has been no recurrence to 
date. The others were operated upon four and five 
weeks previously. 

In several cases in which cure was out of the 
question great relief was obtained by the use of 
diathermy. 

The author remarks particularly on the absence 
of shock and severe pain following operation and the 
rapid recovery even after the removal of extensive 
growths. Sumner L. Kocu, M.D. 


New, G. B.: Laryngeal Paralysis Associated with 
the Jugular Foramen Syndrome and Other 
Syndromes. Am. J. M.Sc., 1923, clxv, 727. 


The author reviews the literature on complete 
unilateral paralysis of the recurrent laryngeal nerve 
associated with the jugular foramen syndrome and 
other syndromes, and reports seven cases observed in 
the Mayo Clinic. He points out that there is a 
difference in the nomenclature for the internal 
branch of the eleventh nerve, which in the United 
States is classified as part of the tenth nerve, and 
gives a table showing the effects of paralysis of the 
last four cranial nerves, according to Vernet and 
Oppenheim. 

The author’s first case was a case of paralysis of 
the right tenth, eleventh, and twelfth cranial nerves 
due probably to a neoplasm in the region of the 
jugular foramen. In the second case, the right third, 
fourth, fifth, sixth, seventh, ninth, tenth, eleventh, 
and twelfth nerves were afiected because of the ex- 
tension of an epithelioma in the region of the jugular 
foramen and possibly its intracranial extension. In 
the third case, the last four cranial nerves and the 
cervical sympathetic nerve were affected by what 
was probably a lymphosarcoma of the right side of 
the nasopharynx and the pharynx. In the fourth 
case the ninth, tenth, eleventh, and twelfth cranial 
nerves were affected by an extension of a mixed-cell 
carcinoma of the parotid region to the jugular 
foramen region. In the fifth case, the ninth, tenth, 
and twelfth nerves were affected by a mixed tumor 
in the region of the jugular foramen, and it seemed 
possible that the cervical sympathetic was partially 
involved. In the sixth case, the third, fourth, fifth, 
sixth, ninth, tenth, and twelfth cranial nerves, and 
probably the cervical sympathetics, were involved by 
a rapidly growing nasopharyngeal tumor, which was 
probably a lymphosarcoma. Deafness on the right 
side was due probably to encroachment on the 
eustachian tube. The seventh case appeared to be 
a mixed tumor of the jugular foramen region in- 
volving the last four cranial nerves on the right 
side. 

In the discussion the author points out that in six 
of the seven cases in the series there was complete 
unilateral laryngeal paralysis with the affected vocal 
cord in the intermediate or cadaveric position rather 
than in the midline position usually taken by it 


after an injury to the recurrent laryngeal nerve. Ip 
some of the cases the involvement of the cranial 
nerves was very extensive, probably because of 
extensions of the growth (which may or may not 
have been primary in the nasopharynx) into the 
orbit, intracranially, and into the region of the 
jugular foramen. The lesion in all the cases, with 
possibly one exception, was a neoplasm in the region 
of the jugular foramen originating in the pharynx 
or nasopharynx. Four of the tumors were of slow 
growth and two of rapid growth, and the duration of 
symptoms ranged from six weeks to twelve years, 
Pathologically, carcinomata of the mixed-cell type, 
basal-cell epitheliomata, and lymphosarcomata are 
represented. 

The ages of the patients ranged from 35 to 62 
years. The sexes were affected about equally. 

It was noted that patients with paralysis of half 
of the tongue had trouble in swallowing liquids; in 
those with paralysis of the palate, food became 
lodged back of the nose, and those with paralysis 
of the pharynx had difficulty in swallowing solids. 
Cardiac and respiratory disturbances occurred in 
only two cases. Myosis and narrowing of the 
palpebral fissure occurred in four cases because of 
involvement of the cervical sympathetics. 


Moore, I.: Operative Procedures in the Treatment 
of Stenosis of the Larynx Caused by Bilateral 
Paralysis of the Abductor Muscles, with Special 
Reference to a New Method by Means of Which 
It Is Suggested that the Airway May Be Per- 
manently Enlarged and the Patient Decan- 
nulated. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Laryngol., 32. 


After reviewing the various operative procedures 
used in the treatment of stenosis of the larynx 
caused by bilateral paralysis of the abductor 
muscles, Moore describes a new method—antero- 
lateral transplantation of the vocal cord—which he 
calls “‘cordopexy.” 

The latter procedure was proposed by Trotter 
who suggested making an incision transversely 
across the middle of the thyroid cartilage, inserting 
a retractor, obtaining a good view of the anterior 
insertion of the cords, separating from the thyroid 
ala by a circular incision the portion of cartilage to 
which they are attached, and drawing the latter 
forward and laterally along the transverse incision 
through the thyroid ala. 

Working on the cadaver, Moore found that the 
approach to the larynx by a transverse incision is 
not satisfactory because it is impossible to locate 
accurately the anterior insertions of the cords from 
the exterior of the larynx and avoid cutting them. 

Moore suggests performing a thyrofissure, excis- 
ing a triangular piece of cartilage (along with the 
attached cord), elevating the periosteum in the 
vicinity of the released cord, and drawing the piece 
of cartilage with the attached cord along a horizon- 
tal incision and anchoring it after punching out a 
circular piece of cartilage in which the cord can lic. 
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By means of this operation the cord or cords are 
not only displaced laterally, but are shortened in 
their antero-posterior diameter. The tonicity of 
the paralyzed cord tissues is thus increased. Trans- 
ferring a cord 1% in. from the middle line was found 
to be sufficient to fix it in the position of complete 
abduction. O. M. Rott, M.D. 


Precechtél, A.: The Importance of Infection During 
Laryngectomy and a Contribution to the 
Technique of This Operation (Importance de 
‘infection dans la laryngectomie, et contribution 
a la technique de cette opération). Acta oto-laryn- 
gol., 1922, iv, 352. 

The author performs a two-stage operation. The 
first stage consists of a tracheotomy, an H-incision, 
severance of the pre-tracheal muscles and the 
isthmus, ample freeing of the trachea, anesthetiza- 
tion of the mucous membrane and the excision of 
an elliptical piece, and uniting this tracheostoma 
with the skin. The second stage, the laryngectomy, 
is done about fourteen days later. Two incisions 
are made along the inner edge of the sternomastoid 
muscles to the edge of the tracheostoma, and the 
lymphatic glands of the region are then removed. 
After the induction of anasthesia of the mucous 
lining of the pharynx and larynx a Moure cannula is 
inserted to close the trachea. The incisions along 
the sternomastoid muscles are connected by a 
transverse incision close above the tracheostoma. 
The larynx is then exposed and dissected out, the 
pharyngeal mucous lining being spared as far as 
possible. 

The posterior portion of the cricoid cartilage is 
not removed unless this is absolutely necessary. 
Immediately after the laryngectomy the opened part 
of the pharynx is closed with a continous suture. 
Tight closure of the pharynx is assured by U- 
sutures including the median fascia and the muscles 
of the pharynx. The musculature of the cesophagus 
is then picked up with one or two U-svtures and the 
formation of a dead space is prevented by knotting 
these sutures over a tampon. Suturing the flap to 
the anterior wall of the oesophagus above the 
tracheostoma assures isolation of the wound from 
the trachea. 

By this method the author has performed seven 
laryngectomies. Six of the patients are still alive 
and one succumbed to a recurrence three and one- 
half months after the operation. | FrrepBERG (Z). 
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Guthrie, D.: What Tyres of Goiter Should Receive 
Medical Treatment? Aflantic M.J., 1923, xxvi, 506. 


The author points out that there is much unneces- 
sary thyroid surgery. Patients with non-toxic 
goiter and pulmonary tuberculosis, an effort syn- 
drome, a psycho-neurotic state, heart disease, parox- 
ysmal tachycardia, etc., should be safeguarded by 
a painstaking study, including rest in bed under 
observation and basal metabolism determinations. 
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Simple endemic goiter, the goiter of adolescence, 
and the goiter of pregnancy, so common in goiter 
districts, should be treated with iodine, but the 
occasional enormous diffuse simple goiter may be 
operated upon. Colloid goiters are usually symptom- 
less and should be treated medically, but if de- 
formity and pressure symptoms are present surgery 
is justifiable. The solitary colloid cystic goiter is 
best treated by operation. In the author’s opinion, 
cancer of the thyroid cannot be cured by surgery. 
For cases of non-toxic adenomata he recommends 
prophylactic treatment to prevent thyroid intoxi- 
cation, but states that cystic or calcareous de- 
generation in this type is an indication for surgery. 
In cases of quiescent adenomata, iodine and thyroid 
extract are dangerous as they may provoke an 
active state; the X-ray and radium are valueless. 
The treatment of toxic adenoma is operation during 
the insidious onset. This prevents myocardial injury 
and is followed by prompt recovery. 

The treatment of persons acutely sick with exoph- 
thalmic goiter is essentially medical and is best 
done in institutions used to handling such cases. 
During a rising metabolism or exaggeration of 
symptoms, operation is contra-indicated. The 
preparation of these patients for operation can be 
greatly facilitated by the use of the X-ray or radium. 
The author leaves open the question as to the cura- 
tive value of the X-ray and radium, and cautions 
that these agents should be employed only by 
those skilled in their use. As frequently no exoph- 
thalmos or glandular enlargement is to be seen 
in initial attacks, the condition is diagnosed as a 
nervous disease and valuable time is lost in medical 
treatment when early surgery should be instituted. 
Even when a correct diagnosis has been made, time 
is often lost by employing medical instead of sur- 
gical treatment. Guthrie believes that there are 
mild or abortive types of exophthalmic goiter which 
clear up without treatment, and that in certain 
selected mild forms of hyperthyroidism it is safe to 
give medical treatment a thorough trial, provided 
the patient is willing to co-operate in every way and 
will consent to surgical treatment if it seems neces- 
sary later. Francis H’Dovuster, M.D. 


Pemberton, J.deJ.: The Mortality in the Surgery 
of Exophthalmic Goiter. Surg., Gynec. & Obst., 
1923, XXxvi, 458. 


The mortality rate following surgical procedures 
on persons with exophthalmic goiter has been 
reduced to 1.005 per cent in terms of operation and 
to 1.73 per cent in terms of patients. 

The estimation of the basal metabolic rate and the 
characteristic pathologic findings of diffuse paren- 
chymatous hypertrophy of the thyroid gland are 
essential checks on the clinical diagnosis of exoph- 
thalmic goiter. 

Statistics based on goiter operations do not give 
a correct idea of the operative risk in cases of 
exophthalmic goiter as the mortality rate will be 
diluted in direct ratio to the number of simple goiters 
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without hyperthyroidism which are included in the 
computation. 

In computing the mortality rate all deaths which 
occur in the hospital, without regard to the cause of 
death or the length of time after operation, should 
be credited to surgery. 

The danger of reactions following surgical pro- 
cedures can be reduced to the minimum by pre- 
liminary treatment and painstaking care in the 
management. 

The mortality of the surgery of exophthalmic 
goiter is highest among patients with visceral 
degenerative changes. The operative risk is less 
and the benefits derived are greatest when the 
patient comes to operation early in the course of 
the disease before degenerative changes have 
occurred. 

The prevention of operative and postoperative 
complications by painstaking care in the details of 
the management of surgical cases is essential for a 
low mortality rate. 


Strauch, B.: Tumors of the Parathyroid Glands 
and Their Relation to Osteomalacia (Ueber 
Epithelkoeperchen-Tumoren und ihre Beziehungen 
zu den osteomalacischen Knochenerkrankungen). 
Frankfurt. Ztschr. f. Path., 1922, xxviii, 319. 


This article is based upon the postmortem find- 
ings in the case of a woman 27 years old who 
showed an enlargement of the leit side of the neck 
and died of a severe typical puerperal osteomalacia. 
The tumor in the neck proved to be a tumor of the 
parathyroid glands measuring 4.5 by 3.2 by 3.5 cm., 
which was well encapsulated and presented a finely 
nodular surface. The associated half of the thyroid 
gland was the size of a walnut. Softening of bone was 
particularly marked in the skull, thorax, and pelvis. 

About one-third of the parathyroid tumor con- 
sisted of tissue rich in gland cells, while half of the 
remaining two-thirds contained loose connective- 
tissue strands in which gland cells and nests were 


irregularly strewn. In the part rich in gland cells 
the parenchyma elements were chiefly pale rose. 
colored mother cells, some of which formed vesicles 
filled with colloid substance. Here and there were 
eosinophile cells, generally in groups of from thirty 
to forty. In the sections poor in gland cells, the 
mother cells alone were found, and were paler as 
the periphery was approached. The halves of the 
thyroid gland showed certain signs of atrophy; in 
the other endocrine glaads there were no changes. 

The three other parathyroids were not to be 
found; therefore the tumor must be regarded as an 
overgrowth from excessive functional demands, as 
this is in conformity with the histologic findings 
which showed all the constituents of the normal 
parathyroid. The growth was the result, rather than 
the cause, of a disturbance in the calcium metabo- 
lism. In contradistinction to this, the true adeno- 
ma of the parathyroid glands is composed of 
cellular elements of one type only, either mother 
cells or eosinophiles. Therefore, enlargements of 
the parathyroids accompanied by bone disease are 
described as “hyperplastic tumors,’ while those 
without this tendency are described as “ dysonto- 
genetic (Schwalbe) tumors.”’ The hyperplastic tu- 
mor formations without alteration in the bones, 
which are described in the literature, the author des- 
ignates as ‘‘parathyroidomata.” He points out that 
in these cases no particular examination was made 
of the bony system. 

Tumors of the parathyroid glands throw very 
little light on the etiology of bone softening, but con- 
stitute further proof of the relationship of the para- 
thyroids to calcium metabolism. Whether the para- 
thyroids neutralize the calcium-destroying acid, 
whether a decomposing action of other glands of 
internal secretion is counteracted by hyperplastic 
proliferation, and whether the kidneys have a part 
in the disease picture through increased calcium se- 
cretion are questions which still remain unanswered. 

BunppE (Z). 
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BRAIN AND ITS COVERINGS; AND CRANIAL 
NERVES 


Genewein, F.: The Mechanical Processes in Con- 
cussion and Contusion of the Brain (Die 
mechanischen Vorgaenge bei der Gehirnerschuet- 
terung und der Gehirnkontusion). Beitr. z. klin. 
Chir., 1923, Cxxviii, 348. 

On the assumption that the brain reacts to 
mechanical influences like a fluid, many writers 
attempt to explain cerebral concussion and con- 
tusion by hydrostatic and hydrodynamic laws. 
According to Genewein, many circumstances and 
observations speak against this conception. In 
every case of bullet wound of the brain one is struck 
by the disproportion between the caliber of the 
bullet track and that of the shot, the former being 
much greater than the latter. In a through-and- 
through bullet wound of the brain, the immediate 
“primary” track, corresponding to the caliber of 
the bullet, is surrounded by a more or less extensive 
zone of necrotic brain substance, the ‘‘secondary ” 
track. The lumen of this secondary track is variable. 
This necrosis around the primary track is due to 
the fact that the entire mass of brain tissue corre- 
sponding to the primary bullet track is pressed by 
the force of the shot into the surrounding tissue, 
the continuity of the latter being thereby ruptured. 
If the speed of the bullet decreases within the brain, 
the diameter of the necrotic zone becomes cor- 
respondingly narrower. This is why the diameter 
of the secondary bullet tract is always distinctly less 
toward the end of the track. From these facts 
Genewein concludes that the brain is compressible, 
but that for its compression great force is necessary; 
also that it does not favor the transmission of me- 
chanical energy. 

In a study of dull injuries of the skull not causing 
a fracture Genewein always found a necrosis which, 
beginning at the site of the blow, extended with 
varying thickness through the entire diameter of 
the brain and in direct continuation of the trajec- 
tory. The same finding was made also in depressed 
fractures and penetrating wounds of the skull. A 
compressible, slightly elastic body which conducts 
the waves of force in only one direction is to be 
classified as a solid body rather than as a fluid. 
From this viewpoint it is easy to explain the not- 
infrequent observation that in dull injuries of the 
skull the large cortical areas are injured, those 
lying opposite the point of application of the force 
as well as those next to it (contre-coup). 

Cerebral concussion is due usually to the effect of 
a sudden blow, the force of which travels through the 
brain in a straight line and in only one direction. 
This explains why the entire brain is never affected 
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by the trauma, and loss of consciousness, the symp- 
tom which could best be explained by the theory 
that the brain is a fluid, occurs only if the waves of 
force arising from the trauma pass through the 
center of consciousness. 

In conclusion the author discusses briefly the 
pathologico-anatomical findings in concussion of 
the brain and comes to the view that a definite 
pathologic finding represents only the end of the 
pathologic process initiated by the trauma. Every 
application of force to the brain is followed by injury 
to the nerve cells in a definite manner and direction, 
which requires a certain time for its development and 
its microscopic demonstration. Therefore it follows 
that a negative pathologic finding in a case of brain 
injury with distinct symptoms of concussion means 
nothing, and that even macroscopic extravasation 
of blood is not presumptive evidence of traumatic 
brain disturbance. However, it may be said with 
practical certainty that the basis of all disturbances 
caused by trauma is a change in the nerve cells. 
This holds true also for concussion of the brain, 
which is nothing more than the result of force. The 
factors responsible for contusion and concussion of 
the brain are the same. According to the patho- 
logic findings the difference is only a difference of 
degree; cerebral haemorrhage means a heavier blow. 

Bove (Z). 


Ritter, A.: Brain Injuries with Predominating - 
General Symptoms: Their Late and Persisting 
Results (Die Gehirnverletzungen mit Vorherrschen 
der Allgemeinsymptome: ihre Spaet- und Dauer- 
folgen). Deutsche Ztschr. f. Chir., 1922, clxxv, 1. 


In a study of the large accident material of the 
Zurich clinic so far as it related to lesions of the 
head, the author found that those cases designated 
as concussion of the brain made up a very high per- 
centage of head injuries and a still higher precentage 
of brain injuries. In the 12,000 accident cases 
treated during the last twenty years, 1,388 (12 per 
cent) showed lesions of the head, and in 740 (53 per 
cent) of the latter there was a lesion of the brain, 
while in 155 the condition was diagnosed as un- 
complicated concussion. 

Ritter classifies cases of concussion of the brain 
into three types, viz.: concussion of the medulla 
oblongata; concussion of the brain in the strict 
sense of the term; and contusion of the brain. 

Concussion of the medulla oblongata is character- 
ized by loss of consciousness, respiratory and cir- 
culatory disturbances, vomiting, and changes in the 
blood pressure. All these symptoms are transitory, 
attain their climax immediately after the accident, 
and then steadily decrease. Phenomena which ap- 
pear later or persist are indicative of severe organic 
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changes. Characteristic of the condition is defective 
memory regarding the accident. This was present 
in 98 per cent of the cases reviewed. 

Experimental research (Breslauer, Rahm) refers 
all symptoms to pressure on the medulla oblongata 
caused, in most cases, by a blow on the forehead or 
occiput. A relatively slight trauma may cause 
death through simple pressure on the medulla, es- 
pecially on the respiratory center. In uncomplicated 
concussion of the medulla oblongata the pathologico- 
anatomical findings are entirely negative. 

In 65 per cent of the cases reviewed none of the 
symptoms persisted. In the others, the average 
duration of symptoms was from three to six months. 
The prognosis is therefore favorable. 

Concussion of the brain in the strict sense of the 
term is characterized by vertigo, a staggering gait, 
headache, depression, etc. Unconsciousness is not a 
sequela in a third of the cases, but in some it occurs 
immediately and is very deep. In general, the en- 
tire picture is less uniform than that of a concussion 
of the medulla oblongata and the disappearance of 
the phenomena is slower. As a rule the concussion 
is caused by extensive, though not very severe, 
violence on the lateral parts of the cranium. 

The pathologico-anatomical findings in artificially 
induced concussion are swelling of the cell bodies, 
dust-like homogeneity of the chromaffin outline or 
breaking down of the cell, and detritus with the 
formation of very small, scattered islands of necrosis. 
Every concussion is therefore based on organic 
changes. The symptoms were found to persist on 
an average for nineteen and five-tenths months, 
decidedly longer than those of concussion of the 
medulla oblongata, but finally disappeared en- 
tirely. 

Contusion of the brain is more severe than con- 
cussion of the brain. It is characterized by distinct 
focal symptoms, irritative and paralytic phenomena 
of motor and sensory zones, and disturbances in 
various senses. The multiplicity of the symptoms 
points to diffuse change in the brain. Unconscious- 
ness continues longer, and the pulse and respiration 
become sympathetically involved. Contusion re- 
sults usually from severe violence on the lateral 
parts, particularly in the temporal and parietal 
regions. Pathologico-anatomical examination re- 
veals clearly recognizable capillary apoplexies with 
cell degeneration and detritus. The duration of the 
symptoms is considerably longer than that of con- 
cussion of the brain, averaging four and eight- 
tenths years. 

The treatment in each of these three conditions 
differs only in degree. As the minimum, three weeks 
in bed is advised, since long-continued headache 
and persistent symptoms of considerable severity 
often result if the patient is allowed to get up too 
early. For from four to six weeks after this rest in 
bed the patient should not be allowed to exert 
himself very much, and during this time various 
functional methods of treatment may be employed. 

BANGE (Z). 


Gotch, O. H.: Traumatic Paraplegia: Oberserva- 
tions on Cases with Reference to Treatment 
and Prognosis. Brit. M. J., 1923, i, 849. 

The author reports fifty-six cases of traumatic 
paraplegia sustained in the World War, all uncom. 
plicated by other disease processes. Thirty-nine 
were of the complete lesion type from the fourth to 
the tenth dorsal segments, and seventeen of the 
incomplete lesion type from the eighth dorsal to 
the fifth lumbar segments. Both the complete 
and incomplete types may be subdivided into the 
flaccid or spastic varieties. 

Particular attention is called to certain special 
symptoms of the complete type. 

Pain in the lower extremities is often very severe, 
requiring opiates for its control, and may be ac- 
companied by an elevation of temperature up to 
ror degrees F. 

Flatulence is common and is occasionally painful. 
It is associated with ladder-like peristalsis, extreme 
distention, and the expulsion of gas through the 
mouth and anus; it may become very toxic and is 
usually relieved by pituitrin given hypodermatically 
or by adrenalin given in enemas. 

Renal colic is common and sometimes bilateral; 
a tumor mass is present in the loin and the colic is 
followed by the passage of blood-stained purulent 
urine. Autopsy has shown enormously dilated 
pelves filled with pus and calculi. 

Chronic urogenital sepsis is found in al! cases 
with complete paralysis of micturition. It is evi- 
denced by albuminuria, pyuria, and the presence 
of renal and vesicular epithelium in the urine. An 
acute febrile exacerbation may develop suddenly 
and be followed by pyonephrosis, prostatitis, orchitis 
or epididymitis. 

Manifestations of uremia constitute the last 
stage in these cases. They are of gradual or sudden 
onset, without renal oedema or albuminuric retinitis. 
On postmortem examination the kidneys are found 
to be replaced by what resembles an irregular 
abscess cavity with fibrous walls which is filled 
with calculi and pus. The ureters are thickened. 

Bedsores may be either wet or dry in type and 
extremely resistant to treatment. 

The treatment should include: (1) continued and 
skillful nursing; (2) daily massage of the paralyzed 
muscles; (3) the establishment of adequate bladder 
drainage, preferably by the suprapubic method, the 
wound being kept open; and (4) the encouragement of 
mental confidence, mental occupation, and allowing 
the patient to be up in a wheel-chair as much as 
possible. P. R. Briurncstey, M.D. 


Fuchs, A.: The Fate of Those Suffering Head 
Injuries (Die Schicksale der Kopfverletzten). Wien. 
med. Wchnschr., 1922, |xxii, 2009. 


The author bases his article on 5,732 injuries of 
the head. 

One of the most frequent complaints of persons 
with such injuries is of headache and vertigo. The 
headache varies from simple neurasthenic pressure 
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to a decided migraine. The vertigo varies from 
attacks of true disturbance of equilibrium inde- 
pendent of headache and general disturbances to 
attacks of decidedly epileptic type. Headache and 
vertigo are naturally very often associated. The 
objective symptoms are slight. Differences in the 
pupils and symptoms of damage to the labyrinths 
are noted. The difference between the pupils is 
frequently transitory and disappears with the pass- 
ing of the headache and attacks of vertigo. Changes 
in the pulse and the true vomiting of cerebral 
character are rare. Increased pressure can often 
be demonstrated roentgenologically. There is no 
fixed relation between the severity of the original 
injury to the head and the frequency and intensity 
of the attacks of migraine and vertigo. Persons 
with large cranial defects suffer less under such 
attacks than those with small or no bony defects. 
The skull is seldom sensitive to percussion, but 
frequently is sensitive to pressure on the scar. 

In the treatment of severe attacks of migraine, 
lumbar puncture is useless. The treatment can be 
only symptomatic with emphasis on dietetic and 
hygienic measures. The loss in efficiency is difficult 
to estimate. It is especially the morbid fear of 
vertigo that frequently prevents the resumption of 
the former occupation. 

The author lists various occupations with the 
complaints of the injured relating to each. The 
most frequent complaints are of lifting, carrying 
burdens, bending, heat, climbing ladders, the noise 
of workshops, a bent-over attitude at work, and 
uncertainty in steering. The most frequent causes 
of temporary interruption of work are headaches, 
vertigo, and convulsions. 

Losses of cerebral function of the motor type 
come under the clinical type of hemi-, mono-, and 
polyplegia or paresis. As a rule motility is restored 
more easily in the lower extremities than in the 
upper, and recovery from a disturbance of the 
sense of position occurs readily. Persisting spasms 
always present great difficulties. No more can be 
accomplished therapeutically than in sensory par- 
alysis. Loss of function of cortical areas does 
not improve with time. However, injured persons 
who are intellectual learn to be less disturbed by it. 

One of the most distressing complications of 
injury to the head is traumatic epilepsy. No clear 
relation can be made out between it and the severity, 
site, or type of the external injury. It seems, how- 
ever, that injured persons on whom débridement is 
performed immediately after the trauma and those 
who have a large defect suffer from epileptic attacks 
less often than the others. In favorable cases sur- 
gery is successful; in others, the treatment indicated 
is the administration of bromides and the prohibition 
of alcohol. Late abscesses developed in only four- 
teen of the cases reviewed. Psychic disturbances, 
which were frequent, were evidenced by fluctuating 
moods, irritability, quick exhaustion, intolerance of 
heat and alcohol, headaches, and vertigo. Paranoiac 
conditions were rare. TAPPEINER (Z). 
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Dowman, C. E.: The Treatment of Brain Abscess 
by the Induction of Protective Adhesions 
Between the Brain Cortex and the Dura 
Before the Establishment of Drainage. Arch. 
Surg., 1923, vi, 747. 

The author suggests that after a brain abscess 
has been located by exploratory puncture a very 
small filiform drain be inserted along the needle 
track down to, but not into, the abscess cavity in 
order to stimulate the formation of protecting ad- 
hesions between the cortex and dura. After a few 
days the drain should be pushed into the abscess 
cavity. Later, similar rubber wicks should be added, 
and within a week or ten days a tube substituted for 
the rubber-tissue drains. Sumner L. Kocu, M.D. 


Fay, T.: The Administration of Hypertonic Salt 
Solutions for the Relief of Intracranial Pres- 
sure. J. Am. M. Ass., 1923, Ixxx, 1445. 


Hypertonic salt solutions, acting as dehydrating 
agents, cause the rapid reduction of intracranial 
tension. The administration of magnesium sul- 
phate solution (114 oz. of crystals in 8 oz. of water 
by mouth, or 3 oz. of crystals in 6 oz. of water by 
rectum) gives marked relief from the symptoms of 
intracranial pressure and medullary oedema and 
helps to elicit symptoms otherwise masked by the 
pressure. The symptoms it relieves include head- 
ache, vomiting, choked disk, medullary depression, 
and coma. Its effects become apparent in about 
an hour after its rectal administration and somewhat 
earlier after its oral administration. The dose may 
be repeated every four hours until the desired 
dehydration has been obtained. A larger volume 
than 6 oz. given by rectum may be expelled. The 
addition of 4 c.cm. of camphorated tincture of 
opium may help the patient to retain the salt 
solution. Accumulated fluid may be syphoned off 
from tire to time. The fluid intake should be 
restricted to the minimum. 

The routine administration of magnesium sulphate 
solution two hours before operation in cases with 
increased tension is of great value and permits 
the exposure of the cortex which, in the pres- 
ence of decided pressure, would be unsafe. It also 
checks the rapid advance of papilloedema and re- 
lieves the coma and respiratory depression in cases 
of marked intracranial pressure. In postoperative 
stupor following intracranial exploration, with a 
marked fall in the respiration and pulse rate, the 
rapid dehydration checks the pressure on the basal 
centers and allows the respiration and pulse to 
return to normal. In cases of traumatic head in- 
juries, in which the pulse and respiration fall be- 
low normal, its use is so effective that it renders 
surgical intervention unnecessary. Rapid dehydra- 
tion of other fluid collections in the body, such as 
cedema of the lungs, may also be accomplished. 

Thompson has suggested the use of magnesium- 
sulphate solution in glaucoma. De Schweinitz and 
Baer have noted an appreciable reduction of intra- 
ocular tension following its administration. Ravdin 
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controlled with it an cedema of the glottis following 
Ludwig’s angina. 

The intravenous injection of sodium chloride 
solution is of value in cases in which rapid reduc- 
tion of intracranial pressure and volume is necessary 
on the operating table. The intravenous injection 
of from 50 to 120 c.cm. of a 15 per cent sodium chlo- 
ride solution during a period of twenty minutes is 
an important adjunct in exploratory craniotomy, 
especially when the dura is tightly distended and 
ventricular puncture is unsatisfactory or impossible. 
Although 30 c.cm. of a 35 per cent sodium chloride 
solution has been used, larger quantities of a 15 per 
cent solution yield a greater reduction of pressure 
in a shorter: period of time. 

Magnesium sulphate is non-dialyzable and pro- 
duces its effect through rapid dehydration of the 
blood plasma solely through the intestinal walls 
with compensatory absorption on the part of the 
blood from the fluid spaces, especially the ventricular 
system, to maintain normal blood volume. On the 
other hand, hypertonic sodium chloride solution 
is dialvzable and the increased chloride content 
of the blood leads to a temporary secondary tissue 
retention with a rapid return of pressure symptoms 
a few hours after its administration. 

Wa ter C. Burkert, M.D. 


Wollstein, M., and Bartlett, F. H.: Brain Tumors 
in Young Children: A Clinical and Pathologi- 
cal Study. Am. J. Dis. Child., 1923, xxv, 257. 


The results of a study of seven of nine cases of 
brain tumor found in 4,000 autopsies upon children 
are reported. Five of the neoplasms were located 
in the cerebellum and two in the cerebrum. All of 
the tumors were gliomatous. In the five cases of 
infratentorial tumor the cerebellar vermis was 
involved. 

In the diagnosis of brain tumor in children there 
are two problems: first, the growing brain and skull 
may delay the appearance of objective evidence of 
increased intracranial pressure, and, second, the 
patient is not old enough to complain of subjective 
feelings. The first factor seems to explain the in- 
frequency of vomiting and convulsions in the series 
of cases reviewed. These presented a secondary 
hydrocephalus. Examination of the spinal fluid was 
negative. Loyat E. Davis, M.D. 


Penfield, W. G.: Cranial and Intracranial Endo- 
theliomata. Surg., Gynec. & Obst., 1923, xxxvi, 
657. 

Dural endotheliomata give evidence of their pres- 
ence by the development of a typical, slowly grow- 
ing hard bony tumor on the cranium. Their nature 
is not entirely understood. 

The microscopic picture is that of the so-called 
endotheliomata of the dura, their nuclei being fre- 
quently arranged in whorls. They arise from the 
arachnoid or inner layer of the dura and displace 
without infiltrating the brain. They pass through 
the dura in a number of places, enter the overlying 


bone, and cause a complete rearrangement of the 
osseous structure. In some cases the temporal 
muscle and scalp may be infiltrated by the neo- 
plasm. 

In 420 cases of brain tumor proved at operation 
or autopsy the condition was associated with a 
lump on the cranium in ten. These ten cases pre- 
sented similar pathologic pictures and clinical 
histories. 

The characteristic tumor with stabbing pain 
beneath it is pathognomonic of the condition. 
Operative treatment is the only method of dealing 
with these growths. They should be removed as 
early as possible. This treatment should give satis- 
factory results if the operation is survived. 

A history of trauma is not always obtained, but 
the tumors are more common in men than in women, 
a fact suggesting trauma as a cause. 

The author reviews the literature and nine cases 
of this type of tumor. Marcus H. Hosart, M.D. 


D’Allocco, O.: A Further Report on Cerebral 
Tumors (Ulteriore contributo sui tumori cerebrali). 
Policlin., Rome, 1923, xxx, sez. med., 207. 


D’Allocco has already published the clinical and 
anatomopathologic findings in twenty cases of 
cerebral tumors observed from 1889 to 1902. In 
this article he gives the histories of ten others. The 
latter may be divided into two groups, those with 
a single tumor and those with multiple tumors. 
The first group included cases of fronto-parietal 
sarcoma, sarcoma of the left frontal lobe with in- 
volvement of the right, a solitary tubercle in the 
left side of the cerebellum, and a hematoma of the 
dura mater corresponding to the left rolandic area. 
The second group included cases of tuberculous 
tumors of the floor of the fourth ventricle and of the 
right cerebellar hemisphere, multiple disseminated 
cerebro-dural sarcomata, sarcoma of the right semi- 
oval center and of the two occipital lobes secondary 
to a latent suprarenal sarcoma, multiple tuberculous 
tumors of the motor centers, and tuberculous 
tumors in the left semi-oval center. 

D’Allocco concludes that, even in cases of mul- 
tiple intracranial tumors, it is sometimes possible to 
determine the situation of the growths if all the 
symptoms are studied with regard to their appear- 
ance and progressive development. 

The treatment of most intracranial tumors is 
chiefly surgical. Definite recoveries, however, are 
rare. The treatment of syphilitic tumors remains 
almost exclusively medical, and such treatment is 
almost always successful. W. A. BRENNAN 


Denk, W.: The Value of Pneumoventriculography 
(Encephalography) in Brain Diagnosis (Die 
Bedeutung der Pneumoventrikulographie (Encepha 
lographie) fuer die Hirndiagnostik). Mitt. a. d 
Grenzgeb. d. Med. u. Chir., 1923, Xxxvi 9. 


The author reports his experience in the filling 
of the ventricles of the central nervous system with 
oxygen in thirty-two cases. 
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When oxygen is used, air-embolus is prevented 
with certainty as this gas never causes embolism 
even when it is given by intravenous injection. 
Denk employs a small apparatus which is shown in 
an illustration. For the localization of a brain 
tumor he recommends direct ventricle puncture in 
the lateral position, with the face turned to the left 
so that the right anterior cornu, which is the one 
punctured as a rule, is lowest down. With local 
anesthesia a small hole is drilled 2 cm. to the right 
of the bregma. Before the injection is made the 
syringe plunger is drawn back somewhat so that the 
oxygen will not be injected into the brain sub- 
stance. The amount of oxygen used varies from 15 
to 270 c.cm. 

Direct filling of the ventricles causes no reaction 
worth mentioning, but when lumbar filling is done 
the patient immediately experiences nausea, vomit- 
ing, and headache. Later, whichever method is 
used, the temperature rises for several days and the 
patient complains of a dull headache. 

Death occurred in two of the author’s cases; he 
had not succeeded in injecting the oxygen. In 
both of these cases there was a large brain tumor. 
The deaths are to be attributed, not to the method, 
but perhaps to a technical error (pressure variations 
caused by the lumbar puncture). Therefore con- 
servatism is necessary in the use of lumbar puncture. 

Ventriculography is not harmless, and is justi- 
fied only when clinical diagnostic methods do not 
give an exact diagnosis. Transillumination is not 
sufficient as a rule. Exposures should be made in 
four positions. In the occiput position the oxygen 
rises into the anterior cornua, which then become 
plainly visible. In the frontal position it rises into 
the posterior cornua, and in the lateral position into 
the opposite ventricle. 

In communicating hydrocephalus (three cases) 
the ventricles may be filled from the spinal canal, 
but the subarachnoid space cannot be filled from 
either the ventricles or the lumbar canal. In case 
of unilateral filling of the ventricles the gas must be 
disseminated evenly by changing the patient’s 
position. In obstructive hydrocephalus the ven- 
tricles cannot be filled from the spinal canal and the 
subarachnoid space cannot be filled by any route. 
In three of four cases, a tumor compressing the 
aqueduct or the fourth ventricle was found at 
autopsy. Whether it is possible by the method 
described to distinguish tumor-hydrocephalus from 
the adhesive type is yet to be determined. 

In cases of large brain tumor ventriculography 
gives considerable information. Pressure on the 
ventricle on the same side causes changes in shape 
and position. This suggests, but does not prove, the 
presence of a tumor (exudate, hematoma). The 
shape and degree of deformity vary greatly. The 
localization of brain tumors will become much more 
certain through ventriculography and as a result a 
greater number of such tumors will be removed 
radically. The author’s conclusions are as follows: 

1. The method is not without danger. 
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2. In cases of strong pressure on the brain, lumbar 
filling is contra-indicated. 

3. Obstructive hydrocephalus indicates a tumor 
in the posterior or median fossa. 

4. Large brain tumors cause a change in the 
shape and position of the lateral ventricles. 

5. Conclusions should never be drawn from 
ventriculography alone; the clinical symptoms aiso 
must be considered. 

6. Defects in filling should suggest first the 
possibility of faulty technique. STREISSLER (Z). 


Adson, A. W., and Ott, W. O.: Preservation of the 
Facial Nerve in the Radical Treatment of Paro- 
tid Tumors. Arch. Surg., 1923, vi, 739 


Complete removal of the parotid gland with the 
preservation of the facial nerve is indicated in cer- 
tain cases of tumors of the parotid, especially those 
that have broken through the capsule or have re- 
curred after local removal. In cases of small encap- 
sulated tumors this procedure is usually not indicat- 
ed. In cases in which metastasis has taken place in 
the parotid gland or cervical lymph glands and in- 
volves the facial nerve, it is exceedingly difficult to 
preserve the nerve. 

Mixed tumors of the parotid constitute only a 
small percentage of malignant tumors of the body; 
in 1,607 patients who were examined at the Mayo 
Clinic there was only one. The growth of these 
tumors is slow. As long as they remain encapsulated 
they are not highly malignant, but when the capsule 
is ruptured by growth or an incomplete operation, 
invasion of the surrounding tissue soon takes place 
and the growth becomes highly malignant. Accord- 
ing to Sistrunk, a permanent cure is obtained prac- 
tically always in early cases by enucleation of the 
tumor. The importance of complete removal of the 
parotid gland is emphasized if there is a possibility 
that the tumor cannot be enucleated completely or 
if there is any evidence of an extension into the 
parotid gland. Radium is of some value in the 
treatment of these tumors, but does not compare in 
efficacy with surgical treatment. 

The technique of the enucleation of small encap- 
sulated tumors has been described by Sistrunk. 
The authors have found that it is possible to carry 
the dissection of the temporal and cervical portion 
of the seventh nerve through the parotid gland and 
to dissect the nerve away from the gland. An in- 
cision is made 2 cm. below the lower body of the 
mandible and running over the mastoid process, and 
the inframandibular branch of the seventh nerve is 
exposed. This is followed upward until the Y of the 
seventh nerve is exposed. A vertical incision is then 
made from just below the zygoma, passing down 1 
cm. in front of the ear and joining the first incision. 
Next, the cervical and temporal divisions of the 
seventh nerve are dissected through the lower lobe 
of the parotid gland; the facial nerve penetrates the 
lower lobe of the parotid for a distance of only about 
2 cm., and then lies underneath the parotid on the 
muscles of the face. The dissection is next carried 
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forward sufficiently to elevate all of the parotid, and 
when this is completed, Stenson’s duct is ligated and 
divided and the parotid gland is removed from the 
skin. If the skin is involved, the area may be re- 
moved with the malignant mass. The deep lobe of 
the parotid, which lies posterior and mesiad to the 
ramus of the mandible, is removed by gently elevat- 
ing the facial nerve outward and dissecting out the 
parotid gland which lies mesiad to it. The exposure 
obtained by this procedure facilitates complete re- 
moval of all parotid tissue with any involved skin 
without severing or injuring the facial nerve. 

The facial nerve should be sacrificed only if metas- 
tasis and necrosis have become so extensive that it is 
impossible to demonstrate the lines of cleavage. 


Byrnes, C. M.: An Examination of the Spinal 
Accessory Nerves from a Case of Bilateral Ac- 
quired Spasmodic Torticollis. Bull. Johns Hop- 
kins Hosp., Balt., 1923, xxxiv, 125. 


The author reports a case of bilateral acquired 
spasmodic torticollis. The spasm was retrocollic and 
there was a rhythmical variation in the size of the 
neck which reached its maximum at noon each day. 
Two unidentified posterior cervical nerves, both 
spinal accessory nerves, and the sternomastoid, the 
trapezius, the splenius capitis, and the semispinalis 
muscles of both sides were sectioned. 

Studies were made of all the muscles and accessory 
nerves. Cross-sections of the left spinal accessory 
nerve stained with hemalum and acid fuchsin 
showed many faintly colored, swollen axis cylinders 
of irregular outline with few healthy appearing axones 
and without proliferation of any other elements. 

Longitudinal sections showed fragmentation and 
swelling of the axones with a slight increase in the 
neurilemma nuclei. The Weigert stain showed com- 
plete absence of myelin. The right nerve was more 
nearly normal. The muscle preparations showed a 
variation in the size and shape of the cells. Some were 
atrophic and others hypertrophic with longitudinal 
cleavage. In the splenius capitis many cells were 
dumbbell shaped, vacuolated, and undergoing 
general disintegration. P. R. BIttincsLey, M.D. 


SPINAL CORD AND ITS COVERINGS 

Elsberg, C. A.: The Early Symptoms and the 
Diagnosis of Tumors of the Spinal Cord, With 
Remarks on the Surgical Treatment. Am. 
J. M. Sc., 1923, clxv, 7109. 

One of the most common early symptoms of 
spinal cord tumors is neuralgic pain due to irri- 
tation of the posterior roots. Instead of this neu- 
ralgic pain, many patients first complain of per- 
sistent pain in the back of the neck or in the thoracic 
spine. Usually this is well localized and does not 
radiate until late in the course of the disease. Pain 
in the lumbar area which radiates down the backs 
of the legs is a common symptom of tumors of 
the lumbosacral segments of the cord or of the 
cauda equina. While spinal cord tumors may de- 
velop without pain, such tumors are usually small 


and develop from the pia or arachnoid on the anterior. 
antero-lateral, or postero-lateral surface of the cord 
between the nerve roots. In cases of extramedullary 
and extradural growths total absence of a sensory 
disturbance is rare, but in cases of intramedullary 
growths this type of disturbance is common. 

Spinal cord tumors are classified as posterior when 
they lie behind the posterior roots; as postero- 
lateral, when they lie between the posterior roots 
and the dentate ligament; as antero-lateral, when 
they lie between the anterior roots and the dentate 
ligament; and as anterior, when they lie in front 
of the anterior roots. Posterior tumors are char- 
acterized by root pains and marked disturbances of 
muscle and joint sensation. Postero-lateral growths 
usually cause severe root pains and commonly a 
Brown-Séquard syndrome. Growths upon the an- 
tero-lateral aspect of the cord frequently have a 
painless beginning with tingling in one or both lower 
limbs and late sensory disturbances. Anterior 
tumors frequently cause tingling in one or both lower 
extremities and late sensory disturbances. 

The author believes that there is an arrangement 
of fibers within the various tracts of the cord which 
corresponds to the extremities and their various 
parts. Therefore, every possible means should be 
used to localize a spinal cord tumor most accurately. 

Loyar E. Davis, M.D. 


PERIPHERAL NERVES 
Dieterich: The End-Results of Nerve Suture in 
Gunshot Wounds of the War of 1914-1918 
(Enderfolge von Nervennaehten nach Schussver 
letzungen aus dem Kriege 1914-1918). Wed. Klin., 
1923, XIX, 237. 

Among 7,000 cases of war wounds there were 
forty-six cases of nerve injuries in which the severed 
nerve was sutured. The results have been very un- 
satisfactory. In only seven (15.7 per cent) has there 
been total restitution of conduction, and in only 
three (6.5 per cent) slight improvement. Good 
results were obtained only in cases of injury of the 
radial nerve. In two cases of median nerve injury 
and in one case of injury of the peroneal nerve ther 
was improvement. In one case the radial nerve was 
split to bridge the defect; a good result was ob 
tained. 

One reason for failure is poor healing. Another 
factor of importance is the length of time that 
elapsed after the injury before the suturing was 
done. The successful sutures of the radial nerve 
were done from one and one-half to nine months 
after the injury, and those which were unsuccessful 
were done from three and one-half to twelve months 
afterward. The suturing of the median nerve which 
was followed by improvement was done from one to 
two months after the injury and the unsuccessful 
suturing after from two and one-half to thirtcen 
months. The level of the nerve injury is also o! 
influence on the result. The best results were ob 
tained in cases of injury in the middle of the nerve 
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SYMPATHETIC NERVES 


Wojciechowski, A.: Peri-Arterial Sympathectomy 
(Periarterielle‘Sympathicotomie). Polska gaz. lek., 
1922, i, 820. 

After a brief review of the literature the author 
reports the experiments in peri-arterial sympathec- 
tomy which he performed on the femoral artery of 
rabbits. After seven, fcurteen, twenty-one, thirty, 
forty, fifty, and seventy-five days the part of the 
vessel operated upon was removed and examined 
under the microscope. The microscopic examination 
is rather difficult and very frequently leads to in- 
correct conclusions. 

No signs of degeneration were found in the lower 
portion of the vessel, but growth of the nerve fibers 
irom the upper and lower edges of the defect, 
particularly the former, was noted. Union of the 
nerve fibers was not observed. 

While the author believes the complete removal 
of the sympathetic plexus is impossible, a distinct 
dilatation of the vessel occurs below the area of 
operation. Even as early as the evening of the day 
of operation the limb operated upon is warmer than 
the other. This condition continues for only a few 
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days; at the end of a week the difference in tem- 
perature disappears. A second operation shows, 
however, that dilatation of the artery and a stronger 
circulation persist for three or four weeks. In the 
course of the second month, these differences 
disappear completely. Jurasz (Z). 


Matheis, H.: Peri-Arterial Sympathectomy in 
Arteriosclerotic Gangrene (Zur periarteriellen 
Sympathektomie bei arteriosklerotischer Gangraen). 
Zentralbl. f. Chir., 1923, 1, 309. 

This article is a report of two cases of arterio- 
sclerotic gangrene in which peri-arterial sympathec- 
tomy was performed on the upper third of the 
femoral artery. In both, the course of the condition 
was at first favorably influenced, but after a short 
time (six and two weeks) amputation became neces- 
sary because of oedema and advance of the gangrene. 

Matheis seeks the cause of this remission and the 
postoperative oedema in damage to the small vessels. 
He believes that after the sympathectomy these 
vessels became greatly dilated and allowed the 
passage of fluid through their walls. Trophic dis- 
turbances and susceptibility to infection then 
resulted. RiEDER (Z). 
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SURGERY OF THE CHEST 


TRACHEA, LUNGS, AND PLEURA 


Halahan, R.: Hydatid Cysts of the Lungs and 
Pleura. Surg., Gynec. & Obst., 1923, Xxxvi, 354. 


Hydatid cysts of the lungs are next in frequency to 
those of the liver and may cause severe symptoms 
and lead to complications and errors in diagnosis. 
They produce symptoms in the lungs early— 
hemoptysis and a hacking cough which, in the 
early stages, is not associated with expectoration. 
In the lung there is slight development of the ecto- 
cyst. Hence rupture into the pleura or a bronchus 
or both is common. Rupture into a bronchus causes 
violent fits of coughing, cyanosis, severe dyspneea, 
hemoptysis, and a greater or less amount of watery 
expectoration containing bits of membrane and 
daughter cysts. Hooklets may be found on micro- 
scopic examination. On rupture, the cyst may be- 
come infected secondarily if it is not already in- 
fected. This produces purulent sputum, hectic 
fever, great wasting, and debility. The patient’s 
appearance suggests advanced tuberculosis. Rup- 
ture into the pleura simulates pleural effusion or 
empyema. A large unruptured cyst at the base of 
the lung may simulate pleural effusion. 

A typical case is that of an otherwise healthy 
person with a dry hacking cough with scanty or no 
sputum. Repeated examination fails to demonstrate 
tubercle bacilli, and hemoptysis suggests hydatid 
pulmonary disease, especially in a country where 
hydatids occur. An eosinophilia and a positive 
serum diagnostic test of Ymaz, Apathie, or Ghedine 
are additional evidence. When the cyst becomes 
larger it is seen in the roentgenogram as a round 
shadow and causes a decrease in the breath sounds 
or their absence. It may be necessary to delay the 
diagnosis until there are physical signs. An ex- 
ploratory puncture which gives clear watery fluid 
confirms the nature and position of the disease. 
Puncture should be done only when the patient is 
prepared for operation. Leakage of the cyst con- 
tents may cause toxic symptoms in some cases, 
and occasionally simple puncture of the cyst has 
been followed by infection and death. 

Although spontaneous recovery sometimes takes 
place, the author considers that surgical treatment 
offers the best chance of a cure when the diagnosis 
is established. The cyst should be approached from 
the nearest accessible surface point. One or more 
ribs may be resected if necessary. The author holds 
the lung against the wound in the chest wall by 
means of a catgut ligature passed with a large curved 
needle through the intercostal muscle and the lung 
tissue. He then verifies the position of the cyst 
again with the exploratory syringe. Usually the 
endocyst is easily removed. The ectocyst is so 


delicate that the remaining cavity resembles nor- 
mal pleura. In the author’s opinion, the pneumo- 
thorax associated with wide opening of the pleura 
is not dangerous. The cut margin of the lung is 
firmly sutured to the margin of the wound to control 
hemorrhage. It is sometimes difficult to find a cyst 
again when the lung has collapsed within the chest. 
Opening the chest may be associated with severe 
coughing which causes alarming cyanosis. Usually 
this cyanosis clears up and the cough gradually 
abates, ceasing within a week. 

The subsequent treatment consists in maintaining 
good drainage, giving a nourishing diet, getting the 
patient up early, giving deep-breathing and other 
moderate exercise, and keeping the patient in the 
fresh air and sunshine. Watrer C. Burkert, M.D 


HEART AND PERICARDIUM 


Weller, C. V.: Unusual Cardiac and Cerebral 
Metastases in Melanosarcoma. J. Cancer Re- 
search, 1922, Vii, 313. 

In a case of diffuse melanotic sarcomatosis in 
which death occurred after mechanical injury of, 
and operation upon, a pigmented mole, autopsy 
revealed in the brain a solitary metastasis in the 
floor of the fourth ventricle, numerous older 
cortical and subcortical metastases, and a diffuse 
meningeal sarcomatosis, none of which had influ- 
enced the clinical picture sufficiently to call atten- 
tion to their presence. The meningeal involvement 
was exactly like that of certain cases reported as 
primary meningeal melanosarcoma, and throws fur- 
ther doubt upon the possibility of such origin. 
There were also very numerous myocardial and en- 
docardial metastases which had caused a clinically 
evident relative aortic insufficiency. 

Emr C. RositsHeEK, M.D. 


Coffey, W. B., and Brown, P. K.: The Surgical 
Treatment of Angina Pectoris. Arch. Int. Med., 
1923, XXX1, 200. 

In 1899, Franck first suggested resection of the 
cervical sympathetic trunk for the relief of the pain 
of angina pectoris. Jonnesco, in 1920, was the first 
to perform such an operation, basing his argument 
for the procedure upon the fact that in angina there 
is always a chronic aortitis which irritates the end- 
ings of the cardio-aortic plexus and that if the re- 
flexes produced by irritation of the cardio-aortic 
plexus were interrupted, their alarming symptoms 
would be stopped. Franck described the routes by 
which such afferent impulses reach the medullary 
and cerebral centers, but recent investigators have 
been unable to demonstrate any afferent fibers even 
as far cephalad as the superior cervical ganglion. 
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The authors report five cases in which resection 
of the left cervical sympathetic trunk was done. 
Definite improvement resulted in four, but one 
patient died. Such a procedure, of course, causes 
enophthalmos, narrowing of the palpebral fissure, 
and constriction of the pupil on the side operated 
upon. 

The reader is referred to Jonnesco’s original article 
jor a complete description of the operation. The 
indications for it have now been extended to include 
glaucoma, exophthalmic goiter, epilepsy, and tri- 
geminal neuralgia. Loyat E. Davis, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Parsons, J. P.: Enlarged Thymus—Clinical Find- 
ings in a Series of Cases. Med. Clin. N. Am., 
1923, Vi, 1319. 

The author believes thymic conditions are not 
rare and that if these cases could be routinely dis- 
covered the death rate in pneumonia and other se- 
vere infections would be materially reduced, es- 
pecially among children. The X-ray is a valuable aid 
in the diagnosis of enlarged thymus but is not 
infallible, as a long, narrow, thick thymus will not 
cast a shadow greater than that normally cast by 
the sternum and the great vessels and mediastinal 
glands; moreover, a chest picture taken when the 
diaphragm is contracted and the heart is in systole 
shows a thymic shadow at its widest. 

Of a series of cases of enlarged thymus cited, 
seven were those of infants ranging from 3% to 6 
months of age, and one was that of a girl 5 years 
old. In seven of these cases the condition was 
revealed by the X-ray. 

A review of these eight cases demonstrates that 
a baby born with an enlarged thymus may show 
only very mild thymic symptoms until he acquires 
a severe infection or has had several colds; that 
such babies are subject to colds and infections; that 
thymic symptoms may not be noticed at all until 
alter several colds; and that repeated infections in 
an infant with an only moderately enlarged thymus 
may cause grave disturbances. The infants whose 
cases are cited suffered from choking, “croup,” 
cyanosis, coughing spells, or “asthma,” and were 
relieved quickly by X-ray treatment of the thymus— 
one treatment a week for four successive weeks. 
Improvement is usually noticed after the first treat- 
ment, and control X-ray pictures show a decrease 
in the size of the thymus. Sometimes the X-ray 
treatment is given as an emergency measure. 

_ The condition must be differentiated from whoop- 

ing cough, pneumonia, foreign body, croup, and 

asthma. 

The author cites two cases of enlarged thymus 
which resulted fatally when they were treated with 
diphtheria antitoxin. In one case a chest plate 
failed to show the enlarged thymus which was 
found at autopsy. The other case was not examined 
with the X-ray. Death was not sudden in either 
instance. 
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In conclusion the author states that a “thymic 
build” is recognized. This is characterized by a 
short neck, chubbiness, and a thick panniculus. 
Enlarged thymus may be found also, however, in 
slim children. Francis H. Douster, M.D. 


Hubert, L.: The Enlarged Thymus Gland from 
the Viewpoint of the Laryngologist. N. York 
M.J.& Med. Rec., 1923, cxvii, 410. 


Two groups of cases belonging to the status thym- 
icolymphaticus type are described. The first are 
those in which the enlarged thymus is the most im- 
portant and prominent feature, and dyspnecea, es- 
pecially at night, is the most outstanding symptom. 
This condition will be suspected from the history 
and the nature of the dyspnoea. Verification is 
obtained by the X-ray. 

In the second group, called simply ‘“‘status lymph- 
aticus”’ or ‘‘status hypoplasticus,’’ are the cases 
with little or no enlargement of the thymus gland, 
but with hyperplasia of the lymphoid tissue and 
hypoplasia of the more important parts of the 
body, such as the heart, the aorta, and some of the 
glands of internal secretion, especially the adrenals, 
the pituitary, the genital glands, and the thyroid. 
These cases are characterized by nasal obstruction 
and general weakness. It has been suggested that 
these cases might be demonstrated by the ortho- 
diagraphic method, viz., the determination of the 
ratio between the heart and lung shadows in the 
X-ray picture. The normal ratio is 1:2. 

O. M. Rott, M.D. 


Helsley, G. F.: The Metastasizing Tendency of 
Csophagus Carcinoma. Ann. Surg., 1923, xxvii, 
272. 

In his review of the literature on the tendency of 
carcinoma of the cesophagus to form early metasta- 
ses, Helsley found considerable diversity of opinion. 
Forster and Billroth, Sauerbruch, Guisez, and Meyer 
are of the belief that early metastases do not occur. 
Ewing, on the other hand, states that these tumors 
soon form extensive metastases. Petri, Zenker, and 
Colle report metastases in 59.5, 60, and 62.2 per 
cent of their cases respectively. 

A comparison of the figures quoted by Kraus with 
corresponding figures for carcinoma of the stomach 
indicates that cesophageal carcinoma is not partic- 
ularly prone to metastasize. Konjetsay says that 
only about 15 per cent of persons dying of carcinoma 
ventriculi are free from metastases. In an extensive 
study of cesophageal carcinomata Kitain found that 
68.5 per cent showed metastases, but if local metas- 
tases in the adjacent lymph nodes are excluded, the 
figure was 46.4 per cent. Of a series of cases of car- 
cinoma of the stomach, 82.1 per cent showed metas- 
tases, but if cases having regional lymph-node 
metastases are omitted, the figure is 71.4 per cent. 
Other figures seem to bear out these findings. In 
seventy-five cases of carcinoma of the cesophagus, 
Sebening found 72 per cent free from organic metas- 
tases. 
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Helsley’s study is based on seventy fatal cases of 
carcinoma of the cesophagus which, according to the 
pathologic picture, may be divided into the follow- 
ing groups: 

1. Cases without metastases. 

2. Cases with metastases in the regional lymph 
nodes, the oesophagus, the retro-cesophageal lymph 
nodes and adjacent nodes in the posterior medias- 
tinum, and nodes around the cardia. 

3. Cases with metastases in the more distant 
lymph nodes or in other organs. 

Group 1 included forty-five cases, 64 per cent, of 
the total number. Group 2 had four cases, 6 per 
cent of the total number. Therefore 70 per cent of 
the cases included in this report were free from dis- 
tant or organic metastases, a fact seeming to indicate 
that even up to the termination of life cesophageal 
carcinoma shows a rather limited metastasizing 
tendency. 

In fifty-nine cases, the duration of the symptoms 
averaged five and two-tenths months. In two cases 
there was never any manifestation of the condition. 
In thirty-nine cases without metastases the average 
duration of symptoms was four and eighty-four hun- 
dredths months. In two cases symptoms had been 
present for one year or longer, and in ten, for six 
months or longer. 

There were forty-two gastrostomies. Twenty- 
eight of the patients subjected to this operation lived 
less than twenty days after the operation, an average 
of five and three-quarters days, while fourteen lived 
more than twenty days, an average of seventy-four 
and three-quarters days. 

McMicken Hancuett, M.D. 


Miller, R. T., Jr., and Andrus, W. D. W.: Experi- 
mental Surgery of the Thoracic (sophagus. 
Bull. Johns Hopkins Hosp., Balt., 1923, xxxiv, 109. 


The control of respiratory pressure has greatly 
increased the experimental work done on the surgery 
of the thorax, especially the oesophagus. 

In the treatment of carcinoma of the cesophagus 
the extrathoracic procedure is associated with high 
risks and little chance of restoring the tube, while 
the intrathoracic method is surgically more simple 
and more apt to be followed by good functional 
results. The authors have devised an intrathoracic 
method. 

The first part of the article deals with a review 
of the intrathoracic suture up to 1922, the work of 
Dobromysslow, Sauerbruch, Willy Meyer, Zaaijer, 
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Janeway and Green, Omi, and many others. The 
chief difficulty in most of this work was that the 
sutures tore out and if the resection was at all ex. 
tensive the tension was too great. To overcome 
the former difficulty, certain experimenters used the 
Murphy button, and to overcome the latter, the 
stomach or the small intestine was drawn up into 
the thorax and sutured to the cesophagus. 

In the method devised by the authors the stomach 
is mobilized, drawn up into the chest through the 
diaphragm, and sutured to the cesophagus by an 
end-to-end. bulkhead suture of Halstead. Anas. 
thesia is induced with ether. The approach is made 
through the eighth intercostal space on the left side. 
The cardia is separated from the diaphragm and the 
vessels are carefully ligated. The vagi may be sec- 
tioned. The fundus of the stomach is readily drawn 
through the diaphragm, and the entire stomach may 
be drawn into the chest, with or without the spleen. 
The cesophagus is divided at the cardia and the car- 
dial stump inverted. The site of implantation is on 
the anterior wall of the stomach, well up on the fundus, 
to the left of the cardia. Hemostasis is carefully 
watched. The stomach and the cesophagus are 
brought into apposition by mattress sutures of fine 
silk, a firm hold on the submucosa being obtained 
with the first row of stitches. The second suture 
layer, which is of fine silk, includes only the muscle 
layers. The edge of the diaphragm is then sutured 
to the stomach. 

The method described is well illustrated with pic- 
tures. The chief object of the technique is to prevent 
tension, which is done by the mobilization of the 
stomach. 

Eleven times out of eighteen the cesophageal 
sutures held and satisfactory healing with an intact 
functionating anastomosis resulted. The possible 
complications include hemorrhage, shock, dilata- 
tion of the stomach, diaphragmatic hernia, and in- 
fection. Dilatation of the stomach and diaphrag- 
matic hernia can be prevented by carefully sewing 
the diaphragm to the stomach. The dilatation is 
probably not due to section of the vagi, but more 
experimental work is necessary along this line. Omi 
reported that he had completely excised the dia- 
phragm in animals without causing marked sequelz, 
and that he had observed a Turkish soldier in the 
first Balkan war who lived an active military life 
for a number of years with a rather complete dia 
phragmatic hernia caused by a gunshot wound. 

Joun L. Butscu, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Finkelstein, H., and Rohr, F.: The Treatment of 
Tuberculosis of the Peritoneum in Children. 
(Die Behandlung der tuberkuloesen Bauchfeller- 
krankungen im Kindesalter). Samml. swangl. Ab- 
handl. a. d. Verdauungs- und Stoffwechs.- Krankh., 
1922. Vili, 1. 


Tuberculosis of the peritoneum is more frequent 
in children than in adults. On the other hand, very 
young children are seldom attacked by the form 
in which peritonitis is found alone or predominates. 
Of seventy-nine cases treated in a children’s hos- 
pital only seven were those of children under 2 
years old. It has not been proved that one sex has 
agreater predispositon than the other. A hereditary 
taint was suggested in only twenty-seven cases. 

The disease picture varies exceedingly. Thirty- 
jour per cent of the children complained of abdomi- 
nal pain. This, however, is not to be taken as an 
early symptom for as a rule it does not appear until 
alter the parents have noticed changes in the child 
pallor, peevishness, emaciation, disinclination to 
play). A sensation of fullness in the abdomen. 


occasional vomiting, and remittent fever are symp- 
toms which may be more or less marked. The findings 
on palpation, rectal examination, and examination 


of the stools (tubercle bacilli are rarely found) do 
not afford the basis for a certain diagnosis. The 
condition most easily recognized is exudative tu- 
berculous peritonitis. The second form, adhesive 
tuberculous peritonitis, is divided into the purely 
adhesive form, in which usually the abdomen pro- 
trudes and is markedly tense, and the nodular 
adhesive form in which round tubercles varying in 
size from that of a walnut to that of an apple can 
be felt and there is resistance between the navel 
and ensiform cartilage. The third form is ulcerous 
tuberculous peritonitis. From the surgical stand- 
point the seropurulent may be distinguished from 
the suppurative caseous form. 

The prognosis is most favorable in the exudative 
orm. Under various methods of treatment, with 
good care and nourishment and an extended period 
of life in the open air, the prospects of cure are 
gcod. Extensive effusions should be evacuated by 
puncture. 

In the adhesive forms the systematic application 
of natural or artificial Alpine sun-rays aided by good 
food and care and fresh air represents a great ad- 
vance in the treatment. At night, as in the exuda- 
tive form, hot fomentations may be indicated. 
Roentgen treatment is important chiefly when the 
disease is circumscribed (cecal tuberculosis, in- 
filtration of the omentum). The longer the disease 
has been present and the greater the induration, 


caseation, or calcification, the less benefit is derived 
from radiation. When elevations of temperature 
have ceased, treatment for absorption is indicated. 
The author has had no experience with fibrolysin 
injections. 

Laparotomy is indicated only in particular con- 
ditions (hot abscesses, ileus), as it can do no more 
than conservative therapy and presents dangers 
and disadvantages (frequent scar hernia). In all 
cases rest in bed for two weeks until the exudate 
has become resorbed and the temperature has fallen 
to normal is imperative. Intestinal tuberculosis 
and the ulcerous form of tuberculous peritonitis 
are intractable to treatment; even radiotherapy is 
useless and may be prejudicial (pain, weakening). 

STETTINER (Z). 


Matz, F.: An Unusual Tumor of the Omentum: 
Actinomycoma (Eine seltene Netzgeschwulst: Ak- 
tinomykom). Deutsche Ztschr. f. Chir., 1922, clxxvi, 
217. 

A somewhat movable, not painful tumor, the 
size of a fist, was found under the left costal arch 
of a markedly emaciated, anemic man 24 years old. 
The growth extended to the left kidney region. 
Laparotomy revealed a moderate amount of bloody 
exudate and a hard tumor larger than two fists 
below the transverse colon and somewhat medial 
to the splenic flexure. The growth covered half the 
circumference of the transverse colon and in its 
vicinity the wall of the colon showed cedema. 

When the tumor was separated from the colon a 
white, dense, and hard tissue slightly infiltrated by 
pus and granulations was found. The pus showed 
isolated yellow granules which, without doubt, 
were actinomycotic glands. Actinomycosis was 
demonstrated also microscopically. The point of 
origin was probably actinomycotic involvement of 
the transverse colon. The postoperative course was 
good. The postoperative treatment consisted of the 
administration of large doses of sodium iodide (up 
to 10 gm. daily) and deep roentgen irradiation. 

Konjetzny (Z). 


Hesse, E.: The Surgical Pathology of the Trans- 
verse Mesocolon, with Particular Considera- 
tion of Traumatic Fissures (Zur chirurgischen 
Pathologie des Mesocolon transversum, unter 
besonderer Beruecksichtigung der traumatischen 
Spaltbildung). Beitr.z. klin. Chir., 1923, cxxviii, 461. 


The author reports a case in which the mesocolon 
was only 1 to 114 cm. long and made it impossible 
to pull the transverse intestine forward to perform 
a posterior gastro-enterostomy. 

Fissures of the transverse mesocolon, particularly 
traumatic fissures, are extremely rare. Two cases 
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are reported in which a severe injury of the abdomen 
from a fall was followed by increasing pain. The 
possibility that a portion of intestine may have 
become incarcerated in a fissure cannot be denied. 
The two cases came to operation because of gastric 
and duodenal ulcer, but it cannot be assumed that 
there was any relationship between the traumatic 
fissure of the mesocolon and the ulcer because in one 
case the ulcer was present previously and in the 
other the symptoms did not appear until three 
vears after the injury. 

A more common condition is a secondary inflam- 
matory change in the mesocolon in the form of 
flat, white cicatricial areas. These are noted par- 
ticularly in cases of gastric and duodenal ulcer and 
diseases of the colon and pancreas. Bove (Z). 


Lesniowski, A.: Cicatrization of the Mesosigmoid 
(Narbenbildung im Mesosigma). Polska gaz. lek., 
1923, ii, 20. 


On the basis of a clinical observation and 137 
autopsies, the author concludes that cicatrization 
in the mesosigmoid is a relatively frequent condi- 
tion which begins in the fifteenth year of life, fre- 
quently becomes more extensive, and causes clinical 
symptoms at about the thirtieth year of life. The 
beginning and the end of the sigmoid are narrowed 
by cicatricial shrinkage, this giving rise to kinking 
which causes the clinical symptoms of ileus. 

Clinically, the condition can be demonstrated by 
roentgen-ray examination. The contrast meal is 
retarded for an abnormally long time before and 
within the sigmoid flexure, and when a barium 
enema is given the ampulla first becomes greatly 
dilated and the contracted transition-passage into 
the sigmoid is manifested by a contrasting streak. 
The sigmoid flexure itself is usually enlarged and 
has a circular form which, with the afferent and 
efferent loops, presents the shape of the Greek letter 
omega. At operation, this shape is particularly 
distinct. The cicatrization between the ends of the 
sigmoid is easily recognizable. As a rule it occurs in 
only the lateral side of the mesosigmoid, but some- 
times involves the medial side. In most cases it is 
limited to the peritoneum and does not affect the 
fatty tissue between the peritoneal leaves or the 
vessels. 

The operation which the author proposes con- 
sists in simple section of the cicatricial tissue, 
separation of the ends of the sigmoid to a distance of 
4 to 6cm., and covering of the defect thus formed in 
the peritoneum by means of freely transplanted 
omentum. A case operated upon in this manner 
was still without symptoms two years later. 

Jurasz (Z). 


GASTRO-INTESTINAL TRACT 


Lim, R. K. S.: The Question of a Gastric Hormone. 
Quart. J. Exper. Physiol., 1922, xiii, 79. 


Histamine causes gastric secretion when injected 
intravenously, contrary to the observations of 
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Popielski and others who obtained secretion on\ 
when they injected it subcutaneously or intramys. 
cularly. 

Adrenalin does not inhibit the secretion provoked 
by the histamine, but may delay its outflow from 
the stomach. In some persons adrenalin excites 
secretion. 

There is no gastric exciting substance in the cir. 
culation after meals. The ‘‘gastrin” of Edkins 
must be regarded as an extraction product rather 
than an internal secretion. The distribution of the 
gastrin or gastric excitant in the stomach and duo 
denum corresponds to the distribution cf mucoid 
glands. It is suggested that the excitant is extracted 
from mucoid cells. 

The blood of fed animals has no apparent effect 
on gastric secretions when transfused directly or in 
directly. 

Since there is no gastric exciting substance in the 
blood after meals, the excitant found in pyloric 
and other extracts is not secreted into the blood 
stream and the mechanism of secretagogue action 
is not due to internal secretion. The question of gas- 
tric secretagogue secretion therefore remains un 
solved. SAMUEL Kaun, M.D. 


McVicar, C. S.: Diagnosis in the Chronic Dyspep- 
sias. Canadian Pract., 1923, xlviii, 137. 


The development of the syndromes of the chronic 
dyspepsias has been long and tedious, and has de- 
pended largely on the correlation of a thorough 
history and physical examination with operative 
findings and results. Chemical examination of the 
gastric contents, roentgenology, examination of 
excised tissue at operation, and autopsy have all 
been factors in this development. The happiest re- 
sults in diagnosis have been obtained best by a con- 
servative and tolerant employment of all available 
methods. By these means the grouping of phenom- 
ena into syndromes has become clarified and now 
stands out in more definite relief. 

The syndromes of peptic ulcer (simple and compli- 
cated), gastric carcinoma, cholecystitis, cholelithi- 
asis, chronic appendicitis, the functional dyspepsias, 
and migraine are outlined in some detail. 

Uncomplicated peptic ulcer, the purest clinical 
syndrome, is characterized by periodical seasonal 
attacks of epigastric distress at regular times which 
are eased by food, soda, emesis, and rest. The 
symptoms usually progress with increasing severity, 
shorter periods of freedom, and the development o! 
night pain. Differentiation between gastric and 
duodenal ulcer is difficult clinically, and is a function 
of the roentgenological laboratory. Gastric ulcers 
are frequently atypical. A number of perforative 
ulcers cause pain suggestive of gall-stone disease. 
Complicated ulcers lose type. The distress becomes 
more or less continuous, food may add to the dis- 
comfort, alkalies become less efficient, vomiting 1s 
often induced, and the stomach tube is commonly 
used for relief. The stomach often decompensates 
from obstruction. 
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In gastric carcinoma a history which simulates 
that of ulcer is obtainable in about 34 per cent of 
the cases. In this group the old dyspepsia takes 
on a new character. In the remainder an alarming 
digestive distress develops suddenly. Persons with 
cancer appear ill and have an apprehensive docile 
attitude, a waxy pallor of the skin, marked loss of 
weight and strength, anorexia, and epigastric distress 
which persist and progress in spite of usual remedies. 
The finding of rancid food remnants and altered 
blood points to stasis and chronic ulceration. 

The roentgen ray gives added accuracy in diagno- 
sis and localizes the lesions. With the aid of roent- 
genograms, it is possible also to estimate with a high 
degree of accuracy the operability of malignant 
gastric disease. 

Persons with cholecystitis complain of gas shortly 
alter meals and intolerance for fats, sour foods, and 
coarse vegetables. The distress is intermittent, and 
may be accompanied by transient right hypo- 
chondriac tenderness. In cholelithiasis, there are, 
in addition, attacks of colic of sudden onset and 
sudden cessation. The pain may be referred to any 
direction. 

The dyspepsia of chronic appendicitis is the least 
clear cut. The diagnosis depends on the develop- 
ment of a history of acute attacks with tenderness 
in the right lower quadrant and a dyspepsia irregular 
in character and relief. 

There is no adequate classification of the func- 
tional dyspepsias. Their diagnosis depends on the 
exclusion of organic disease together with the de- 
portment of the patient, the variability of the details 
of the history, the degree of distress from day to day, 
and the presence of domestic, social or business dis- 
harmony. Migraine must be eliminated by its 
characteristic history. 

In the Mayo Clinic the gastric and roentgenolcg- 
ical laboratory procedures are co-ordinated and have 
for their purpose the estimation of gastric motor 
function, secretory activity, the discovery of depar- 
tures from the normal in the luminal contour and 
motility of the stomach and duodenum, and the 
localization of the lesion. 

In all the dyspepsias pain is commonly felt in the 
epigastrium, but the severity, duration, type, time 
of occurrence, method of relief and association of 
symptoms give valuable information in the differ- 
ential diagnosis. Jaundice has a limited value in the 
differentiation of the dyspepsias. The position of 
tenderness is insecure evidence of the location of a 
lesion, but is most important when present over 
McBurney’s point. Epigastric tumors associated 
with gastric distress are usually malignant. Hama- 
temesis is an important symptom when it is asso- 
ciated with other gastric symptoms. The possibility 
of an associated hemophilia or purpura must be 
considered. Hzamatemesis occurs in about 23 per 
cent of cases of gastric ulcer, 12.5 per cent of cases 
of duodenal ulcer, from 2 to 4 per cent of cases of 
disease of the gall-bladder, and in from 1 to 2 per 
cent of cases of chronic and subacute appendicitis. 


A few cases of hematemesis have been observed in 
which the source could not be determined. 


Oetvoes, E.: The Diagnostic Value of the Atropine 
Test in Pyloric Conditions (Ueber den diagnos- 
tischen Wert der Atropinprobe des Pylorus). 
Roentgenologia, 1922, i, 81. 


There are numerous cases of gastric and duodenal 
ulcer in which neither direct nor indirect symptoms 
of ulcer are observed. These are generally treated 
as gastric neuroses, simple hyperacidity. 

Up to the present time it has not been possible 
to establish roentgenologically the causes of the 
adhesion of the gall-bladder to the pylorus or the 
duodenum. 

Oetvoes attempted to solve these two diagnostic 
problems by means of his atropine test. He reas- 
oned as follows: 

If the pericholecystic adhesions are caused by 
gall-stones, only the peritoneal coat of the duodenum 
would be involved, but if they are caused by a 
duodenal ulcer, there would be extensive anatomical 
changes in the entire thickness of the intestinal wall 
and these would involve the ganglion cells of the 
plexus of Auerbach in the wall of the intestine. 
The condition of the ganglion cells can be tested 
with atropine. 

In cases of ulcer the pylorus is predisposed to 
spasm. The atropine will close the pylorus in cases 
of ulcer but not in health. 

If the roentgen-ray examination shows adhesions, 
the atropine test may explain the cause of these 
adhesions. Lack of motility of the stomach for four 
hours after atropine indicates a callous ulcer, where- 
as a negative test points more toward cholecystitis. 

The exceptions to this rule are cases of gastric 
atony, ptosis, gastric erosions, recent shallow ulcers. 
and extensive changes in the biliary ducts. In such 
cases the test is not conclusive. 

The author tested 260 patients in this way and 
gives five characteristic histories. On his representa- 
tion, atropine sulphate is not a suitable means by 
which to relieve pyloric spasm, as in certain in- 
stances it can itself produce such spasm. He con- 
cludes that the positive atropine test is the result 
of stimulation of the ganglion cells of Auerbach by 
the atropine sulphate independent of its chemical 
reaction on the gastric juice. The positive test is 
generally characteristic of organic disease, particu- 
larly old, callous gastric or duodenal ulcer. 

In pericholecystic adhesions without marked 
changes in the biliary ducts the test is negative. 

Von LoBMAYER (Z). 


Heile, B.: The Surgery of Pylorospasm in Nursing 
Infants (Zur Operation des Pylorospasmus der 
Saeuglinge.) Zeniralbl. f. Chir., 1923, 1, 162. 

Grooving of the pyloric tumor by Rammstedt’s 
method without opening the mucous membrane and 
without suture is the simplest and best operative 
procedure in the pylorospasm of infants. Care is 
necessary, however, to keep the duodenum away 
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from the tumor mass as it can be easily damaged 
The process of grooving is therefore begun in the 
middle of the tumor, extended step by step toward 
both sides, and discontinued when the submucosa 
is reached. 

The sharp incision which Rammstedt uses does 
not always release the pylorus sufficiently as there is 
an increase of connective tissue between the muscle 
bundles. It must therefore be supplemented by 
dissection of the tumor with a dull blade. This 
blunt dissection prevents hemorrhage as well as 
perforation and gives immediate results when the 
operation is performed early before the occurrence 
of dilatation of the stomach with hypertrophy of 
the muscle walls. By roentgen-ray examination 
the diagnosis of pylorospasm is easily established. 

In twenty-seven cases operated on by the author 
there was only one death, that of an infant coming 
to operation late. Rammstedt has operated {upon 
fifteen cases with no deaths. These favorable results 
were due to the fact that operation was performed 
early whenever possible and subsequent treatment 
was given by a competent pediatrician. 

Tromp (Z). 


Bass, M. H.: Atropine in the Treatment of Con- 
genital Pyloric Stenosis. Med. Clin. N. Am., 
1922, Vl, 579. 

This report reccrds several cases of congenital py- 
loric stenosis treated with large doses of atropine as 
first advocated by Haas. While atropine or bella- 
donna had previously been given in these cases, it 
had never been given in the dosage recommended 
by Haas, who showed that even newborn infants 
will tolerate doses previously considered toxic. 

Having decided on this form of treatment it is 
necessary to reach the minimum effective dose as 
rapidly as possible, observing the effect after each 
feeding rather than from day to day. It is advisable 
to give 1 drop of the 1:1,000 solution of atropine 
sulphate in water with each feeding. If the vomiting 
is not controlled, an additional drop may be given 
with the next feeding. As much as 72 drops or 
1/,; gr. has been given in twenty-four hours. 

In the more severe types, hypodermic administra- 
tion has two advantages: first, one knows just how 
much atropine the child retains; second, one knows 
that the entire dosage offered is available to the 
child. With regard to the patient’s tolerance one 
is guided mainly by the flushing of the skin. If this 
becomes marked soon after the hypodermic injec- 
tion, the dosage may be considered sufficient or 
excessive. 

In cases recovering, the atropine is discontinued 
gradually. Atropine alone will not necessarily cure 
pyloric stenosis, but it is useful in controlling the 
spasm which prevents the food from passing out of 
the stomach. It may be considered the most im- 
portant part of the medical treatment, but the 
many details of warmth, feeding, fluid intake, 
and hygiene must be looked after with the utmost 
care. 


Judging from his own experience, the author cop. 
cludes that every case of pyloric stenosis should be 
given the benefit of a thorough course of atropine 
as detailed. It is possible that in certain cases 
surgical intervention may be necessary, but these 
are few and in the majority brilliant results yi] 
be obtained if the treatment is conscientioysly 
carried out. ; 

Four illustrative case reports are appended: 

1. A case of pyloric stenosis with severe symptoms 
due to loss of fluid. Prompt recovery resulted under 
treatment with atropine and the subcutaneous 
introduction of fluid. 

2. A typical case of pyloric stenosis with visible 
peristaltic waves and a palpable tumor. Atropine 
was administered usually by mouth every three 
hours. After large doses were begun the gain in 
weight was rapid—27 oz. in twenty-four days. The 
treatment was interrupted by whooping cough. 

3. Asevere case of pyloric stenosis in a breast-fed 
infant showing visible peristalsis and a palpable ab- 
dominaltumor. Large doses of atropine were neces- 
sary. The weight increased during the first month 
of treatment slowly and then very rapidly. Com- 
plete recovery resulted. 

4. Asevere case of pyloric stenosis with projectile 
vomiting but no palpable tumor. There was marked 
evidence of water loss. Atropine was administered 
up to 4o drops of a 1:1,000 solution per day. Com 
plete recovery resulted in four weeks. 

A. W. BRYAN, M.D. 


Carwardine, T.: The Diagnosis of Peptic Ulcer 
* and Its Bearings on Treatment. Bristol \.-Chir. 
J ., 3923, Xi, 7%. 

Duodenal ulcer is more common than gastric 
ulcer. Chronic gastric ulcer is more often seen in 
men than in women, but women are treated for this 
condition when it is not present more often than 
men. Many reflex conditions are treated as gastric 
or duodenal ulcer. 

The author states that of all cases referred to him 
for the surgical relief of peptic ulcer during the past 
year, the diagnosis was correct in only one-third. 

Probably 25 per cent of patients receiving medical 
treatment over a period of five or six weeks without 
improvement will die if not relieved surgically. Five 
hundred cases were seen in the London Hospital in 
the five-year period from 1897 to 1902. The mortal- 
ity in these was 18 per cent. Forty per cent of the 
deaths were due to relapse and 10 per cent to per- 
foration. 

There is no doubt that the most accurate means 
of diagnosis is the roentgen-ray examination. With 
increasing skill in taking rapid exposures and better 
interpretation of the films, a greater number o/ cases 
are detected each year. Carman of the Mayo 
Clinic is quoted as making an accurate positive and 
negative diagnosis in 95 per cent of cases seen ina 
period of six months, 7,000 in all. 

The symptoms are classified by the author as 
follows: 
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1. Reflex: (1) viscero-sensory, pain by paralgesia; 
(2) viscero-motor, rigidity and increased reflexes; 
(3) viscero-central, vomiting and depression. 

2, Hyperalgesia (to pinching of skin): Is not 
considered a certain guide. 

3. Muscular rigidity: Seen only when the peri- 
toneum is involved; extreme rigidity immediately 
after perforation. 

4. Tenderness: Unreliable, often misleading 
symptoms; several organs may give similar reflexes. 

5. Pain: Only cause is tension; no pain in ulcers 
prior to perforation. 

6. Hazmorrhage: Unreliable diagnostic symp- 
tom; more often caused by appendix cr gall- 
bladder. 

7. Vomiting: Unreliable except in pyloric ob- 
struction; initiated by central impulses; in young 
women is often hysterical. 

8. Test meals: Test meals are not very reliable 
as diagnostic agencies. W. J. Mayo states that 
chemical and microscropic examinations of the gastric 
contents were of little diagnostic value in 1,200 
cases studied. 

9. Hunger pain: Due to contraction of the in- 
testinal canal; found in all forms of hypersecretion. 

Reference is made to cases of calculus in the right 
kidney in which both hunger pain and high gastric 
acidity we1e present. Other conditions suggesting 
peptic ulcer are appendix dyspepsia, the presence of 
omental bands or other adhesions, and abdominal 
tuberculosis. Harop M. Camp, M.D. 


Koennecke, W.: The Pylorus and Predisposition 
to Ulcer (Pylorusmagen und Ulcusdisposition). 
Zentralbl. f. Chir., 1923, |, 2. 

The author began his animal experimentation 
with the assumption that there is no decided 
difference in the genesis of gastric ulcer, duodenal 
ulcer, and peptic ulcer of the jejunum. As, on the 
one hand, artificial exclusion of the pylorus favors 
peptic ulcer of the jejunum and, on the other hand, 
astrikingly high percentage of cases of postoperative 
jejunal ulcers exhibit a primary duodenal ulcer or a 
pyloric or duodenal stenosis, a bilateral exclusion of 
the pylorus was done experimentally (transverse 
resection of the stomach from 6 to 8 cm. above, and 
of the duodenum 1 to 2 cm. below the pylorus and 
lateral anastomosis of the excluded portion of the 
pylorus with the lower ileum). Following this, a 
Billroth 1 or 2 operation was done. 

_ After the Billroth 1 operation a penetrating 

jejunal ulcer was found in one of five dogs. 

In a second series of experiments seven dogs were 
operated upon, but in these a bilateral division of 
the splanchnics was performed. All of the animals 
developed typical callous and deeply-penetrating 
ulcers. The author explains this finding by the 
assumption that in the absence of the normal in- 
hibition due to the exclusion of the pylorus, there 
was a physiological excitation of gastric secretion. 

The author concludes that exclusion of the pylorus 
should be avoided and resection of the ulcer of the 


pyloric portion or the duodenum should be done. 
In inoperable ulcer of the duodenum the treatment 
should consist in resection of the pyloric portion ot 
the stomach including the pylorus, followed by the 
Billroth 2 operation. Gastro-enterostomy is rarely 
indicated in cases of ulcer when the pyloric and 
duodenal passage is unobstructed. LANGE (Z). 


Sweet, J. E., Buckman, L. T., Thomas, A., and Bell, 
E. M.: The Pathogenesis of Peptic Ulcer. 
Arch. Surg., 1923, vi, 837. 

Medical literature abounds with theories relative 
to the etiology and pathology of gastric and duo- 
denal ulcer. The authors became interested in this 
problem following the observations of Ellis, who 
produced hemorrhagic erosions and ulcers in dogs 
by the intravenous injection of toxins isolated from 
animals with high intestinal obstruction. Supraren- 
alectomy was followed by similar lesions. 

The authors attempted to produce gastric ulcers 
in the dog by means of: (1) a functional high 
obstruction; (2) a blind duodenal pouch; and (3) 
by looping the small bowel to cause chronic stasis. 
They accept the definition of a peptic ulcer as a 
circumscribed loss of tissue in the wall of the stom- 
ach or duodenum surrounded by an area of reactive 
inflammation and involving one or all of the coats 
of the intestine. They believe that most acute ulcers 
heal rapidly, and that chronic ulcers result from 
unhealed acute lesions. The chronicity of an ulcer 
they attribute to the pull of the muscle fibers about 
the ulcer margin. 

Smithies regards high acidity as having no bear- 
ing on delay in the healing of an ulcer. Bolton 
believes that the retention of bacteria and a high 
acid content of the stomach cause continued in- 
fection and irritation of the ulcer. 

In some of their experiments on dogs the authors 
sectioned the duodenum between 10 and 30 cm. 
from the pylorus, closed the cut ends, and anas- 
tomosed the distal segment of the small bowel to 
the stomach. The dogs surviving the operation 
showed hypertrophy and distention of the blind 
pouch with hemorrhagic erosions but no distinct 
ulcers. 

Another series of experiments was based on the 
supposition that a chronic obstruction leading to 
a low-grade malnutrition might induce ulcer forma- 
tion. 

In this series of animals the duodenum was 
twisted upon itself, making a partial volvulus. In 
another series the duodenum was surrounded by 
fascial bands 14 cm. from the pyloric sphincter. 
No ulcers developed in either of these series. 

In another experiment a blind duodenal loop 
was made with drainage through the distal seg- 
ment from the stomach. In these cases a few 
suggestive ulcerations were produced. 

The authors discuss at length Mueller’s view 
that peptic ulcer occurs in regions of the gastro- 
intestinal tract of embryonic importance: viz., in 
the stomach, where islands of intestinal glands fuse 
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with gastric glands; in the cesophagus, where there 
are islands of gastric mucosa; and in the duodenum, 
where there are islands of pancreatic tissue. Within 
such glands, he believes, there is an intracellular 
activation of digestive ferments by virtue of which 
the glands themselves and the surrounding tissues 
are digested. 

In conclusion the authors state that it is difficult 
to explain why a bacterial embolism should affect 
only a circumscribed round area and should produce 
an ulcer in spite of a rich arterial anastomosis. 
Mechanical abrasions or digestion by gastric juice 
will not explain ulcer formation when we consider 
how perfectly healing occurs after operative section 
of the entire wall of the stomach. 

Joun W. Nuzum, M.D. 


Portis, M. M., and Portis, S. A.: Multiple Peptic 
Ulcers. J. Radiol., 1923, iv, 151. 


Multiple peptic ulcers occur more frequently than 
is commonly supposed. They may be confined en- 
tirely to the stomach or the duodenum or may 
develop in both. Whereas formerly the diagnosis 
was made only at operation or at autopsy, since 
the use of the roentgen examination it is fre- 
quently made before operation. When the ulcers 
are numerous they are usually of the acute type, 
but when only two or three are present, they are 
generally of the chronic variety. Most of the ulcers 
diagnosed by means of the roentgen ray and found 
at operation are of the chronic type. 

In every roentgen-ray examination for ulcer it is 
important, if one is found, to look carefully for 
another. As small ulcers are very difficult to detect, 


they are often missed unless an especially careful 
search is made for them. 
The histories of two cases of multiple peptic 
ulcers are reported in detail. 
ApotpH Hartunc, M.D. 


Mann, F. C., and Williamson, C. S.: The Experi- 
mental Production of Peptic Ulcer. Ann. Surg., 
1923, Ixxvii, 409. 

Acute gastric or duodenal ulcers can be produced 
experimentally with relative ease, and the methods 
which produce them are numerous. Very little suc- 
cess has been attained, however, in the experimental 
production of the typical chronic or subacute peptic 
ulcer occurring in man. One of the most important 
facts in regard to peptic ulcer is its anatomical and 
physiological location. An absolutely typical ulcer 
of this kind occurs only in that portion of the gastro- 
intestinal tract which can be exposed to the action 
of a mineral acid. This would seem to indicate that 
acid is an important etiological factor. The results 
of experiments devised to administer acid for the 
production of ulcer have been unsatisfactory because 
of difficulties in its constant administration. 

In order that intestinal digestion may proceed, all 
the acid which is produced in the stomach must be 
neutralized. This neutralization is effected by the 
food and by an alkaline mechanism located distal 
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to the pylorus. The alkaline mechanism consists 
of three secretions, intestinal secretion, pancreatic 
juice, and the bile. If digestion in the intestine js to 
be carried out normally, enough alkali must be pro. 
duced by these combined secretions to neutralize 
the acid that passes the pylorus. The upper portion 
of the intestinal tract can be subjected to an acid 
medium just as effectively by damaging the alkaline 
mechanism as by the administration of acid, the 
difficulties of such administration being thus avoided, 

Experiments were carried out which had for their 
purpose the injury or destruction of the alkaline 
mechanism so that the intestinal tract distal to the 
stomach would be subjected to an acid medium. 
Although several series of experiments were done, 
the main procedure consisted in resection of the 
duodenum and transplantation of the pancreatic and 
common bile ducts into the ileum, or drainage of the 
three secretions of the duodenum into the ileum at a 
considerable distance from the point of emergence of 
the acid from the stomach. After such procedures 
ulcer develops in the intestinal mucosa just distal to 
the pylorus in a very high percentage of cases. 
These ulcers grossly and microscopically present the 
major characteristics of the chronic and subacute 
ulcer found in man. A method was thus developed 
for the consistent experimental production of a 
peptic ulcer which corresponded pathologically to 
the lesion occurring in man. 


Goepel, R.: Direct Reunion of the Stomach and 
Duodenum After Gastric Resection by the 
Invagination Method (Die direkte Wieder- 
vereinigung von Magen and Duodenum nach 
Magenresektion durch das Einmanschettierungs- 
verfahren). Zentralbl. f. Chir., 1923, 1, 201. 


Goepel describes a new method of re-uniting the 
stomach and duodenum following operation for 
gastric ulcer or carcinoma. This method is a 
modification of the Billroth 1 procedure. Instead 
of the classical sero-serous suturing, a wide union of 
fresh wound surface in the stomach is joined to 
the intestinal wall that has little or no serosa, a new 
principle which, up to the present time, has not 
found application in gastro-intestinal surgery and 
admits of successful application also to other por- 
tions of the gastro-intestinal tract. 

The method is briefly that the line of resection on 
the stomach and duodenum is first marked off with 
the scalpel, as much as possible of the lesser curva- 
ture being included. Then, after separation of the 
sero-muscular coat of the stomach along the indi- 
cated line, the gastric mucosa is exposed through a 
small incision, the stomach and pylorus are elevated, 
and the stomach is separated along the line of the 
first small incision. Excessive prolapse of the 
gastric mucosa in the portion selected for the 
anastomosis is cut away. Following this, partial 
occlusion of the stomach along the lesser curvature 
is effected, beginning with a running suture through 
all layers. Approaching the area where the duode- 
num is to be implanted, the suture is interrupted and 





‘Onsists 
Creatic 
1e is to 
De pro- 
itralize 
ortion 
n acid 
lkaline 
d, the 
roided, 
r their 
kaline 
to the 
‘dium, 
done, 
of the 
ic and 
of the 
m ata 
nce of 
»dures 
stal to 
cases. 
nt the 
acute 
‘loped 
of a 
lly to 


1 and 
y the 
ieder- 

nach 
‘ungs- 


g the 
1 for 
is a 
stead 
on of 
‘d to 
| new 
; not 
and 


por- 


SURGERY OF THE ABDOMEN 239 


the mucous and serous layers are united for some 
distance so that a closed ring of mucosa and a 
somewhat larger closed ring of serosa are formed. 

The actual suturing of the stomach and duodenum 
is begun by uniting the free edge of the serosa of the 
posterior wall of the stomach with the posterior 
layers of the duodenum in a transverse direction at 
the level and sometimes including the edge, of 
the pancreas, which had previously been pushed 
back. By a second transverse line of sutures at a 
distance of about 1 cm. from the first the duodenal 
wall is united with the inner layers of the muscularis 
of the stomach. Both of these two rows of sutures 
are inserted while the pyloric portion of the stomach 
is still connected with the duodenum. Not until 
these rows in the posterior layers of the duodenum 
are terminated and the reciprocal position of the 
stomach and intestine is thus assured is the separa- 
tion of the duodenum performed. This separation 
is effected at a distance of about 1 cm. from the 
second row of sutures. 

The duodenum then opens directly into the ring 
formed by the gastric mucosa. This ring of mucosa 
is sutured to the duodenal opening by a circular row 
of interrupted sutures. The anterior sero mus- 
cular layer of the stomach then falls cuff-like over 
the duodenum and is joined to the anterior wall of 
the latter by two rows of sutures by the same method 
as that used in suturing the posterior surface. A 
final sero-serous line of sutures completes the union 
of stomach and duodenum. 

The author has used this method with good 
results in several hundred cases. Loenr (Z). 


Enderlen, E., Freudenberg, E., and von Redwitz, 
E.: Experimental Investigations on Changes 
in Digestion After Operations on the Stomach 
and Intestines (Experimentelle Untersuchungen 
ueber die Aenderung der Verdauung nach Magen- 
und Darmoperationen). Klin. Wchnschr., 1923, ii, 
210. 


Experimenting on ten dogs with gastric fistule, 
the authors investigated the effects of the common 
gastric operations, gastro-enterostomy and its various 
modifications, on gastric chemistry. 

Aiter perfusion of bile and of the collected duo- 
denal juices through the stomach, only peptic diges- 
tion was observed. After exclusion of the pylorus 
and perfusion of bile and duodenal juices only tryp- 
tic gastric digestion was demonstrable. After gastro- 
enterostomy no peptic digestion, and only weak 
tryptic digestion, was observed. On the other hand, 
almost the same reaction prevailed in the efferent 
loop of the gastro-enterostomy but there was a 
larger bile content and a strong tryptic digestion. 

After the Billroth 1 and 2 procedures and after 
exclusion of the pylorus, only tryptic digestion was 
found in the gastric fundus. 

Following exclusion of the pylorus, after which 
the acidity was considerably greater than after the 
two resections, the digestion was correspondingly 
very weak since the reaction for peptic and tryptic 


digestion was also unfavorable. 
there was only peptic digestion. 
In general, the changes in the acidity of the chyme 
corresponded to the impairment of protein digestion 
and the increase in fat digestion in the stomach. 
From the experimental findings the authors draw 
the conclusion that exclusion of the pylorus accord- 
ing to von Eiselsberg should be abandoned, and 
that the resection methods with the re-establish- 
ment of continuity (Billroth 1, transverse resection) 
are preferable to all others. WoxtcemourTu (Z). 


In the pylorus 


Douglas, J.: Benign Tumors of the Stomach. 
Ann. Surg., 1923, Ixxvii, 580. 


Five cases of benign tumors of the stomach are 
reported, one of multiple polyposis, three of papillary 
adenoma (one of which had undergone malignant 
degeneration), and one of fibroma. The ages of the 
patients ranged from 38 to 67 vears. 

The benign gastric tumors most frequently 
reported are the various forms of myomata. These 
tumors appear to attain the largest size. Multiple 
gastric polyposis is the least frequent growth. The 
myomata and fibromyomata may become cystic or 
undergo sarcomatous degeneration. 

There is a histologic difference between the true 
multiple polypoid tumors and the papillary adeno- 
mata. A pre-operative diagnosis of gastric polyposis 
is made infrequently as the smaller tumors cause no 
symptoms. However, the roentgenographic appear- 
ance and the achylia gastrica with the egg-white 
mucus in the lavage return are characteristic of the 
condition. In cases of other forms of benign tumors 
the diagnosis may depend on the presence of a 
palpable growth, anemia due to repeated hemor- 
rhage, or the appearance of a portion of the tumor 
in the vomitus, stool, or lavage return. The symp- 
toms of pyloric obstruction may be caused by a 
tumor near the pylorus. Two cases of intussuscep- 
tion through the pylorus have been reported. 

Except in cases of multiple polyposis, nothing 
of diagnostic importance can be learned from gastric 
analysis as the findings range from achylia to 
hyperacidity. Except in cases of tumor obstructing 
the pylorus, the X-ray examination shows a six- 
hour residue less frequently than in cases of car- 
cinoma. A large tumor produces the same X-ray 
picture as a carcinoma. Occasionally a persistent 
defect may suggest a tumor, or an extragastric 
tumor may cause a defect in the gastric outline. 

A summary of the operative indications is difficult 
as benign tumors differ in structure, size, location, 
and character. Surgical removal of the tumor 
should be done when indicated by the symptoms or 
when the diagnosis can be made either before or at 
the time of operation. With the exception of cases 
in which multiple tumors are present, the technical 
difficulty is usually less than in malignant disease 
because of the absence of infiltration, ulcerations, 
and metastases in the regional glands. Recurrence 
will not develop if the tumor is thoroughly removed. 

E. C. RopitsHek, M.D. 
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Bohmansson, G.: On Acute Purulent Processes in 
the Intestinal Wall, a Contribution to the 
Knowledge of Phlegmonous Enteritis. Acta 
chirurg. Scand., 1923, lv, 437. 

Limited purulent processes localized in the in- 
testinal wall, not proceeding from the appendix or a 
diverticulum, are not so rare as would appear from 
the literature on so-called phlegmonous enteritis. 
The difference between these phlegmons, in a limited 
sense of the word, and other purulent affections of 
the intestinal wall is only gradual. The disease may 
appear in any part of the intestinal canal but is 
most frequently found in the colon. It is usually of 
enteric origin, although a hematogenous infective 
modus cannot be denied. It varies considerably in 
different cases, oscillating between a violently acute 
course and transitory forms of the chronic inflam- 
matory tumors. The process may heal spontane- 
ously at any stage without leaving any after-trace 
or with fibrous cicatrization and stricture of the 
lumen. 

In several cases a mechanical insult may be pre- 
sumed to have established the port of entry for the 
infection. In different cases different bacteria have 
been found as causal agents. In the more acutely 
progressing cases streptococci are probably the 
cause. 

The macroscopic picture of a phlegmon of the in- 
testinal wall is so characteristic that in most cases a 
diagnosis can be made without difficulty. Peri- 
tonitis is not always present, but when it develops 
the regional lymph ducts are involved. The margin 
between the diseased and healthy tissue is seldom 
sharp, and the microscopic margin usually extends 
A clinical 


slightly beyond the macroscopic margin. 
diagnosis has never been made before operation. 
The symptoms vary considerably according to the 
localization of the condition and the virulence of the 


causal bacteria. Operation is always indicated if 
the patient’s condition will allow it. Although 
several cases of spontaneous healing are known, the 
results of resection speak in favor of this method 
of treatment when it is technically possible. 

Cart R. Stetnke, M.D. 


Braeunig, K.: Developmental Anomalies of the 
Intestines as a Cause of Intestinal Obstruction 
(Entwicklungsstoerungen des Darmes als Ursache 
von Darmverschluss). Deutsche Ztschr. f. Chir., 1922, 
clxxvi, 227. 

The various malformations of the intestines and 
mesenteries can be understood only from their em- 
bryological development. Among the most simple 
forms is the mobile cecum with a common mesentery 
for the lower ileum and ascending colon which favors 
volvulus and invagination. When the common 
mesentery is well developed, axis torsion of the 
entire small intestine with the ascending and 
transverse colon around the axis of the common 
mesentery and extensive invagination of the cecum 
into the large intestine may be observed. Volvulus of 
the sigmoid flexure is also to be considered as a 
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primary developmental anomaly of the large in- 
testine. Deficient fastening of the transverse colon 
to the stomach favors volvulus of the transverse 
colon. 

These various anomalies have surgical interest 
as they render the diagnosis of abdominal diseases 
very difficult; in most cases they are recognized 
only after the abdominal cavity has been opened. 

BANGE (Z). 


Long, J. W.: The Value of Enterostomy in In- 
testinal Obstruction. Texas State J. M., 


1923, 
XVill, 606. 


Enterostomy is indicated in two widely different 
pathologic conditions, one characterized by starva- 
tion and the other by toxemia and sepsis. An 
example of the former is the case of inoperable 
carcinoma of the stomach situated near the cardia, 
and an example of the latter the case of obstruction 
lower in the alimentary canal. 

Enterostomy is done both to prevent and to 
relieve obstruction. In bowel resection for any 
cause, the insertion of a tube in the proximal gut 
constitutes the prophylactic type of enterostomy. 
Enterostomy is not advocated to the exclusion of 
other operative procedures by which the primary 
cause of the obstruction can be removed without 
causing too great trauma. 

In the paralytic type of ileus neither enterostomy 
nor any other operative procedure is of avail. It 
should be borne in mind that, if unrelieved, 
the mechanical type of ileus soon becomes the 
paralytic type because of the advancing sepsis and 
toxemia. 

In doubtful cases it is a good rule to operate, as 
without operation death is certain and the opening 
of the bowel and the use of pituitrin may stimulate 
the intestine to activity. 

It is rarely necessary to remove the patient from 
his bed or to give a general anesthetic. 

By far the best, the simplest, and the safest plan 
is to surround the presenting coil with gauze to 
prevent possible soiling, apply a pursestring suture 
of fine chromic gut, puncture the coil with a scalpel 
or a small thermocautery (Long prefers the latter 
because it prevents bleeding and eversion of the 
edges, seals the layers together, and promotes the 
ultimate healing of the fistula) and, after tying the 
pursestring suture which inverts the edges, intro- 
duce another similar suture. It is well to catch the 
tube with one of the sutures to prevent peristalsis 
from pulling the gut away from the tube. 

The most important item in the technique is to 
secure the omentum about the fistula and tube. 
The ideal plan is to pass the tube through a small 
hole in the omentum. If the omentum is thin, it 
should be bunched about the fistula. In any case, 
it must be fastened to the gut by two or more 
sutures. The proper use of the omentum around 
the fistula insures prompt closure after the with- 
drawal of the tube. Long has had a number ol 
cases in which there was not one drop of leakage 
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after the tube was withdrawn. The intestine, 
covered with omentum, may be sutured to the 
parietal peritoneum, if desired, but Long believes 
it is usually better to place iodoform gauze between 
the omentum and the peritoneum after removing 
the first piece of gauze. This will quickly promote 
adhesions and incidentally will act as a temporary 
superficial drain. 

The mortality following enterostomy is necessarily 
high and always will be because the operation is 
usually done only in the most desperate cases. Of 
eight patients subjected to enterostomy in the 
period from 1904 to 1908, five recovered and three 
died. Of ninety-three operated upon in the period 
from 1904 to 1923, fifty-one recovered and forty- 
two died. Therefore in 1o1 cases there were fifty-six 
recoveries and forty-five deaths. 

Carv R. Steinke, M.D. 


Cavina, G.: Experimental Research upon Artific‘al 
Stenoses of the Intestine (Ricerche sperimentali 
sulle stenosi artificiali delVintestinc). Ann. ital. di 
chir., 1923, li, 72. 

Following the usual methods for entero-anasto- 
mosis the intestinal contents show a marked tend- 
ency to follow the normal route rather than to 
empty through the newly created opening. To 
obviate the inconveniences arising from this without 
resorting to transverse intestinal section many 
surgical methods have been proposed to cause 
stenosis of the intestine beneath the neostomy. 
These may be divided into two principal types, the 
plastic and the ligature methods. The ligature 


method may be further subdivided according to 
whether the material employed for the ligature is 
inorganic or organic. The author reviews the litera- 
ture on these various methods. 

In the surgical clinic of the University of Bologna, 
Cavina carried out fifteen experiments on dogs to 
test the value of the ligature methods and ligature 


materials. In two experiments intestinal stenosis 
was caused by a metal ring; in two, by cotton tape; 
in three, by aponeurotic strips; and in five, by an 
extra-mucosal plastic. The intestinal union was a 
latero-lateral anastomosis of two loops with a double 
plane of continuous sutures, and as a rule was 
anti-peristaltic. The ligation with strips of apo- 
neurosis was done by the technique adopted by 
Bogoljuboff (1908). The strips were obtained from 
the anterior sheath of the abdominal rectus muscle. 
In experiments in which the attempt was made to 
cause stenosis of the ileum by means of a metal ring 
or cotton tape, it was found that the intestinal 
lumen returned to practically normal after a short 
period of time. It was discovered also that intestinal 
stenoses obtained by means of inorganic materials 
were only temporary and that the ligature cut 
through the intestinal wall and finally reached the 
lumen from which it was expelled. 
_ The experiments executed according to the Bogol- 
juboff technique showed that ligaturing the intes- 
tine with a living aponcurotic strip gives much 
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better results than those obtained by means of in- 
organic materials. With an autoplastic strip an 
intestinal stenosis can be obtained which, even if 
anatomically incomplete, is very marked and per- 
sists for a long period of time—in the author’s ex- 
periments, from three to five months. The strip 
does not pass through the intestinal wall, but like 
all other free grafts shows a tendency to undergo 
degeneration and necrosis. 

An extra-mucosal plastic caused only a temporary 
very sharp occlusion; the intestine rapidly became 
patent. 

Of all four methods of ligating the intestine the 
aponeurotic strip method gave the best results. 

W. A. BRENNAN. 


Haudek, M.: The Reliability of the Roentgen 
Diagnosis of Duodenal Ulcer (Zur Frage der 
Verlaesslichkeit der Roentgendiagnostik des Ulcus 
duodeni). Wien. klin. Wehnschr., 1922, xxxv, 987. 

In one and a half years Haudek has made the 
roentgenological diagnosis of duodenal ulcer in sev- 
enty cases. In thirty-six of thirty-eight cases the 
diagnosis was confirmed at operation, but this 
was sometimes possible only after resection. The 
roentgenological diagnosis was based on direct 
symptoms, these being: (1) bulb deformity, (2) 
lessened intensity of the shadow, and (3) transitory 
filling. The niche, which Akerlund found in 66 per 
cent of his cases, was seen by Haudek in only 20 per 
cent on fluoroscopic examination. 

Of the total number of ulcers observed, 35 per 
cent were in the middle region of the stomach, 5 
per cent were prepyloric, and 55 per cent were in 
the duodenum. For filling the duodenum Haudek 
employs a concentrated watery suspension of barium. 
The patient is examined in the erect position, but if 
necessary, is first placed on his right side with his 
pelvis elevated. C RASHEY (Z). 


Enfield, C. D.: The Relative Value of X-Ray 
Evidence in the Diagnosis of Duodenal Ulcer. 
J. Radiol., 1923, iv, 127. 

This article is based upon forty cases. The 
analysis included an exhaustive history, a careful 
physical examination, gastric analysis, a complete 
blood examination, including a Wassermann test, 
a urine analysis, a test for blood in the stools, and 
an X-ray examination of the entire gastro-intes- 
tinal tract, including the gall-bladder. The con- 
firmation of the diagnosis rested upon the prompt 
and decided response to medical treatment. 

A typical ulcer history was given in 45 per cent 
of the cases. In 35 per cent more, the history, 
although not typical, was suggestive. Physical exa- 
mination was of little value, the only sign being 
epigastric tenderness and rigidity in 70 per cent of 
the cases. Gastric analysis was conducted by the 
fractional method; curves typical of ulcer were 
obtained in 37.5 per cent. Occult blood was found 
in the gastric contents in 20 per cent, and in the 
stools in 12.5 per cent. 
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In the X-ray examination 80 per cent of the cases 
were found to have a persistent cap deformity. In 
the other 20 per cent the evidence was indirect, 
that is, no normal cap was obtained by postural 
or palpatory efforts, and hypertonicity, hyper- 
peristalsis, and hypermotility were present. 

The author believes the X-ray examination 
deserves first place in the diagnosis of duodenal 
ulcer because its findings are based upon two patho- 
logic changes, the break in the continuity of the 
mucosa and the surrounding inflammatory zone 
with its irritated nerve endings. The history he 
regards as second in importance. 

C. H. Heacock, M.D. 


Disqué, L., Jr.: A Case of Carcinomatous Ulcer of 
the Duodenum (Ein Fall von Ulcus carcinoma- 
tosum duodeni). Arch. f. Verdauungskr., 1923, Xxx, 
300. 


In the case reported, that of a 60-year-old man, 
a diagnosis of duodenal ulcer with periduodenal 
adhesions was made on the basis of the history, 
occult haemorrhage, and the roentgenographic find- 
ing of enlargement of the duodenal bulb with pocket 
formation at the lesser curvature and a constant 
hour-glass constriction at the greater curvature of 
the bulb. 

Operation showed the presence of a tumor op- 
posite the papilla of Vater, which had invaded the 
pancreas. The course of the disease confirmed this 
assumption. Unfortunately a postmortem examina- 
tion was not made. The roentgenographic finding 
was caused, not by an ulcer niche, but by a poc- 
ket formation produced by adhesions. Therefore 
this condition as a source of error should be borne 
in mind. In every case of duodenal ulcer, even 
those in which the ulcer is on the posterior wall, 
the occult bleeding will cease when a rest cure is 
given and then will appear only intermittently. 
Constant occult bleeding suggests carcinoma. 

Von Repwitz (Z). 


Mann, F. C., and Kawamura, K.: Duodenectomy: 
A Report of an Experiment Four Years After the 
Operation. J. Lab. & Clin. Med., 1923, viii, 523. 


The duodenum was removed from a dog and the 
continuity of the gastro-intestinal tract restored by 
an end-to-end anastomosis of the jejunum to the 
stomach. The first portion of the jejunum thus as- 
sumed the position normally occupied by the duo- 
denum. The common bile duct and pancreatic 
ducts were transplanted into this transposed portion 
of the jejunum at approximately the same distance 
from the pylorus and from each other as they oc- 
curred normally. 

The experiment is of interest because it shows: 
(1) the éffect of removal of the duodenum, and (2) 
the effect of transplantation of the common bile and 
pancreatic ducts. The animal remained in perfect 
health and maintained its normal weight for four 
years following removal of the duodenum, and there 
is no reason to believe that the duodenectomy would 
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ever have affected its health if it had been allowed to 
live longer. The experiment therefore definitely proves 
that in the dog the duodenum is not essential to the 
maintenance of life or good health, and that what- 
ever function it may have can be compensated for 
by the remainder of the intestinal tract. It is shown 
also that the transplantation of the bile and pan- 
creatic ducts can be carried out successfully, so that 
these glands wil! remain practically normal for a 
long time. 


Braun, A.: Primary Intestinal Phlegmon (Zur 
Kenntnis der primaeren Darmphlegmone). Bvity. =. 
klin. Chir., 1923, CXXxviii, 142. 

The author reports a case of intestinal phlegmon 
in a man 35 years old who was admitted to the 
hospital with the diagnosis of appendicitis. Nine 
years previously he had been kicked in the abdomen 
by a horse, and seven years previously he had been 
treated in a hospital for suspected typhoid. Later 
there had been pain in the lower abdomen which 
was associated with vomiting and headache. Several 
days before his admission he experienced sudden 
pain in the region of the umbilicus and in the 
right side of the abdomen. No vomiting occurred. 
Three or four normal stools were passed daily. 
There was slight tenderness on pressure in the 
ileocecal region, and an indefinite resistance was 
noted on deep pressure. 

At operation the appendix was found normal, but 
the lowest loop of small intestine, about a hand's 
breadth from its entrance into the cecum, pre- 
sented a definite thickening of its walls. The serosa 
was markedly reddened, and the mesentery heavily 
infiltrated with old whitish scars. Digital examina- 
tion disclosed several open ulcerations in the 
intestinal mucosa. One of the swollen lymph nodes 
was removed for pathologic examination; simple 
inflammatory changes were found. 

After the operation the symptoms improved 
somewhat, but the sensation of pressure in the 
abdomen remained. At a second operation it was 
found that the thickening of the intestine had 
decreased and the serosa and patency of the gut 
were normal. The appendix, however, was greatly 
distended and therefore was removed. Smooth 
recovery followed. 

Intestinal phlegmon usually has an acute onset 
and a poor prognosis. The chronic cases, after 
exacerbations, may finally go on to complete cure, 
but the signs of stenosis in the affected intestinal 
loop persist. Bope (Z). 


Matthews, A. A.: Med., 


1923, Xxli, 135. 


Megacolon. Northwest 


Matthews reviews the literature on megacolon 
and reports two cases. Although the disease was 
described as early as 1825 by Parry, Hirschsprung’s 
splendid monographs on the subject have attached 
his name to it. In the author’s opinion, “congenital 
idiopathic dilatation of the colon” or “‘megacolon 
congenitum” are the most appropriate terms for the 
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condition. Finney in 1908 found 208 articles on the 
subject, and Dowd reviewed the literature up to 
1921. 

"The cause of megacolon is still unknown. The 
majority of cases have a congenital origin. True 
megacolon occurs in infancy. Cases occurring in 
adult life (pseudo-megacolon) are presumably due 
to an aggravated type of chronic constipation. 
While the entire colon and sigmoid may be involved, 
Mummery states that the sigmoid was chiefly af- 
fected in 80 per cent of his cases. Approximately 
three males to one female are affected. There is a 
Jight familial tendency as two cases in each of 
several families have been reported. The degree of 
dilatation cf the large bowel varies greatly. Cases 
have been reported in which the colon contained 
from 4 to 16 liters of faecal material. 

It seems probable that a variety of factors are 
responsible for the dilatation of the large bowel, 
viz, congenital hypertrophy of the muscular fibers 
above the rectum, an abnormally long mesentery of 
the sigmoid, chronic constipation, mechanical ob- 
structicn with resultant distention and hypertrophy 
of the colon, spastic constriction of the sphincter ani, 
neuropathic dilatation, hypertrophy, etc. 

The chief symptom of megacolon is obstinate 
constipation, bowel movements occurring only once 
every several days or even only once a week. The 
constipation is associated with abdominal disten- 
tion, emaciation, foulness of the breath, a cold 
clammy skin, a low blood pressure, audible borboryg- 
mi, intermittent attacks of diarrhoea, and ulti- 
mately death if it is not relieved. Clinically the 
disease is readily recognized if the patient is exam- 
ined before the bowels are evacuated. The history, 
the physical findings, and the barium enema make 
the diagnosis certain. 

In the majority of cases megacolon is best treated 
surgically since medical treatment yields only 
temporary relief. Surgical treatment aims at the 
removal of the functionless segment of large bowel 
and is best carried out in two or more stages. Pre- 
liminary cacostomy followed later by colectomy is 
usually the operation of choice. It is certain that 
the two- or three-stage operation carries the lowest 
mortality and gives the best results. 

The author’s first case was that of a boy 5 years 
of age who developed obstinate constipation in very 
early life. This merged into obstipation. The abdo- 
men became distended, vomiting and fever appeared, 
and the patient died in convulsions. At autopsy the 
entire colon and sigmoid were found dilated, being 
larger than the colon of the adult. The sigmoid 
showed marked hypertrophy of its walls and had 
an abnormally long mesentery. The second case 
was that of an adult male first seen in consultation 
on the operating table. The large bowel filled the 
entire abdomen. The appendix was removed and a 
cecostomy established. After the operation enormous 
quantities of faecal material were expelled through 
the colostomy opening. The general condition then 
steadily improved. Joun W. Nuzvum, M.D. 


Firth, D., and Playfair, K.: Congenital Idiopathic 
Dilatation of the Colon. Arch. Radiol. & Elec- 
trotherapy, 1923, XXVii, 321. 


The authors report a case of congenital idiopathic 
dilatation of the colon. The report is illustrated 
with roentgenograms demonstrating the condition. 
The patient was a boy of to years with a history 
of constipation from birth. The stools were hard 
and small. Frequently the bowels were not open 
for as long as three weeks at a time. The patient 
was sallow, but in a fair state of nutrition. His 
appetite was good. The rectum was ballooned, and 
within it a mass of hard faces the size of an orange 
was felt. A large hard mass was palpated in the 
left iliac fossa. The circumference of the abdomen 
was 23 in. 

After cleansing of the bowel with an enema, a 
bismuth meal was given and X-ray examinations 
were made at intervals for twelve days. During 
this time the bowels were never open. The 
sigmoid and colon contained bismuth within twenty- 
four hours, and later the descending and transverse 
colon. Between the sigmoid and descending colon 
there was a definite kink. Two subsequent obser- 
vations revealed a markedly enlarged sigmoid and 
descending colon. There was a sharp angular 
scoliosis due to congenital maldevelopment of the 
left half of the tenth dorsal vertebra. 

Wakeley suggested that possibly the dilatation 
of the colon may have been related to imperfect 
development of the splanchnic nerves given off at 
the level of the half-vertebra. 

Cari D. NetpHoLp, M.D. 


Carman, R. D.: Roentgenological Signs of Cancer 
of the Colon. J. Radiol., 1923, iv, 147. 


The author summarizes the findings in a series of 
359 patients with cancer of the colon examined and 
operated on at the Mayo Clinic. Cancers of the 
rectum and rectosigmoid were not included. 

The same histologic forms were found as in the 
stomach; namely, the cylindrical-cell adenocar- 
cinoma; the small-cell, soft, medullary form; the 
hard, scirrhous variety; and the mucoid or colloid 
carcinoma. The medullary cancers grow rapidly and 
tend to slough deeply. The scirrhous cancers tend to 
encircle the bowel, producing the napkin-ring form, 
and ulcerate only superficially. Lane considers the 
most common locations of cancer of the colon to be: 
(1) the ascending colon about the level of the crest 
of the ilium, (2) the transverse colon near the hepatic 
flexure, (3) the splenic flexure, (4) the descending 
colon at about the level of the crest of the ilium, and 
(5) the juncture of the pelvic and iliac segments. 
Metastases from cancer of the colon are much less 
common than metastases from the stomach, prob- 
ably because of the distribution of the lymphatics 
of the two organs. In 50 per cent of all cases com- 
ing to autopsy the growth in the colon had re- 
mained local. 

The author prefers the opaque enema since the 
barium meal has many disadvantages in its use; for 
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example (1) its.tendency to accumulate in the 
cecum or rectum, (2) the repeated observations re- 
quired to visualize the intervening segments, and 
(3) the stringing out of the barium meal in an ir- 
regular fashion suggesting pathologic alterations 
in contour. The routine at the Mavo Clinic is as 
follows: 

The patient is not allowed to have any supper the 
evening before the examination and is given 60 c.cm. 
of castor oil. The next morning the bowel is cleared 
out with a soapsuds enema. The enema is made up 
of 240 gm. of barium sulphate held in suspension by 
condensed milk and mucilage of acacia, the total 
quantity being 2 liters. This is warmed to body 
temperature and administered to the patient in a 
recumbent position, with the container elevated 
from 0.5 to 1 m. above him. The enema is watched 
as it fills the colon, and the abdomen is manipulated, 
if necessary, to assist observation. One or more 
plates are made for confirmation of the findings and 
record, but a diagnosis is never attempted on the 
roentgenographic findings alone. 

Roentgenological signs of a cancer of the colon are 
the filling defect and obstruction to the enema. The 
filling defects vary widely, depending on the size and 
character of the growth. They are due to the intru- 
sion of the tumor into the intestinal lumen, infil- 
trative stiffening of the intestinal wall, and local 
spasm excited by the lesion. 

Incomplete obstruction cannot be differentiated 
from a slowing of the enema due to ordinary causes. 
Surgeons at the Clinic have observed that a marked 
stenosis may be found at operation when the roent- 
genologist has not noted any obstruction to the 
enema. In complete obstruction, the enema may 
terminate as a conical projection or be rounded off 
bluntly. If the stenosis is marked, the bowel proxi- 
mal to the lesion may show some dilatation. 

Palpation for masses is also a part of the roentgen- 
ological examination, in order to determine not only 
their presence but also their relationship to the 
changes observed in the contour of the colon. A 
mass corresponding to a filling defect or to a point of 
obstruction increases the certainty that a lesion of 
the colon is present. 

Slight local irregularities due to localized spasm, 
haustral tonus, or external or internal pressure are 
normally so common that it is unsafe to regard them 
seriously, yet they must be excluded if a correct 
roentgenographic interpretation is to be given. This 
can be done by repeating the examination after the 
administration of antispasmodics. Apparent filling 
defects may be prcduced also by gas in the bowel or 
by pressure of the spine on the transverse colon. 
Tumors outside the colon may indent its outline, 
but manipulation will usually exclude them. 

It is very difficult to differentiate between cancer 
of the cecum and tuberculosis, actinomycosis, and 
appendiceal abscess. The absence of tuberculosis 
from the lungs is of some value in excluding this 
lesion in the colon. Diffuse ulcerative colitis is rarely 
mistaken for cancer, but if the condition is lccalized 


in extent, it cannot be distinguished from the latter 
with any degree cf certainty. Peridiverticulitis also 
simulates cancer very closely, but may be excluded 
if barium-filled diverticula are demonstrable. Adhe. 
sions which cause obstruction or a filling defect are 
very rare. 

Finally, the colon may be the site of lymphosar- 
coma or benign tumors, from which cancer cannot 
be distinguished. In 9.2 per cent of the cases reported 
by the author, the roentgenologist failed to discover 
any sign of a lesion, probably because small irregu- 
larities of the colon are usually meaningless. 

The author summarizes his findings in the series 
of cases and his impressions are as follows: 

1. More than go per cent of cancers give definite 
roentgenological evidence of a lesion. 

2. A diagnosis of cancer cannot be made on 
roentgenolcgical findings alone. 

3. Cancers of the cecum are more apt to escape 
detection than those in any other part of the colon, 

4. Ring cancers are the easiest to detect. 

5. All cases of carcinoma of the colon should be 
explored, regardless of the roentgen-ray findings. 


Fowler, H.: The Appendix and Its Réle as Mas- 
querader. Med. Times, 1923, li, 57. 


In the pre-operative care of appendicitis catharsis 
is contra-indicated, nothing should be given by 
mouth, the patient should be placed in the Fowler 
position, the bowel should be cleansed by a low 
soapsuds enema, and morphine should be withheld 
to avoid masking the symptoms. 

It has been the author’s practice to maintain the 
patient in the Fowler position before and during 
operation and through the convalescence. The 
patient is even transported to the operating room 
in this position. 

A tabulation of eighty cases treated in the period 
from 1898 to 1915 shows that, irrespective of the 
type of treatment, the general mortality of appen- 
dicitis with peritonitis has been reduced by 55 per 
cent. The average mortality was 66 per cent. 
When postural drainage was employed it was 46 
per cent, and when postural drainage was not em- 
ployed, 81 per cent. 

The white cell count and the differential count 
are of great importance in diagnosing the progress 
of the lesion. A case is reported which suggested 
renal stone. On the basis of the history and the 
laboratory, X-ray, and cystoscopic examinations, it 
was decided that there were bands or veils con- 
stricting the ascending colon. At operation the 
appendix was found to be retrocecal and wound 
around the ascending colon. Its tip was just below 
the liver. The cecum was practically absent, the 
terminal ileum being inserted into the colon in the 
form of a funnel-like expansion. 

Abnormalities of position of the cecum are the 
most frequent cause of aberrant types of appen- 
dicitis. 

In conclusion the author quotes a number of 
articles on congenital malformation of the cecum 
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and colon from the literature and reports a second 
case briefly. I. Epwarp BisHKow, M.D. 


Speed, K.: Appendicitis in Children 14 Years of 
Age and Under. Am. J. Surg., 1923, xxxvii, 97. 


The author gives a comprehensive study of 313 
cases of appendicitis in children 14 years of age and 
younger. There were 175 boys and 138 girls. In 
87 per cent of the cases the condition was acute, and 
in 12 per cent it was chronic. The author believes 
that many chronic cases are unrecognized as to 
the parents the symptoms are misleading 

Many of the chronic cases reviewed were discov- 
ered after the administration of an overdose of castor 
oil, a prolonged period of constipation, or diarrhoea, 
which led to acute manifestaticns. The pathology 
in these cases is decidedly uncertain and unreliable. 
In three cases in the series foreign bodies were 
found in the appendix, and in 1o per cent there 
were fecoliths. Fourteen patients had diarrhoea 
either before or after the operation; in these the 
prognosis was poor. Bacteriological examination 
showed only the usual! intestinal flora. In some 
cases apparently metastatic infections such as 
mastoiditis, parotitis, and other acute abscesses, 
particularly in bones, have followed appendicitis. 
In about 5 per cent of the appendices examined, the 
streptococcus hemolyticus was found. The author 
suggests that it may have reached the appendix by 
the blood stream. Because of the comparatively 
slight development of the omentum in children, the 
omentum usually cannot be depended upon to 
render much assistance in walling off the infective 
process. In the author’s series of cases general 
peritonitis was present on admission to the hospital 
in 6 per cent, an intra-abdominal abscess was found 
in 26.8 per cent, the appendix had ruptured in 
27.7 per cent, and the appendix was gangrenous, 
either ruptured or floating in pus, in 23.3 per cent. 

The blood count did not give a great deal of 
information as the leucocyte count was high in the 
cases of unruptured appendix as well as in those in 
which rupture had occurred. However, a low count 
was found nine times as frequently in the former 
as in the latter. 

There were nineteen deaths, a mortality of 6 per 
cent. All of the patients who died had had catharsis 
before their admission to the hospital. Eighteen of 
these had a gangrenous or ruptured appendix, and 
nine had general peritonitis. In two cases drainage 
was apparently inadequate. Four deaths occurred 
late, following a secondary operation from one to 
two months after the first. One death was attributed 
to ether anesthesia. Of the nineteen fatal cases, 
eight were treated by drainage alone, while in eleven 
the appendix was removed and drainage then 
instituted. 

The symptoms varied considerably. Besides 
cramp-like abdominal pain, vomiting, abdomi- 
nal tenderness becoming localized in the right 
iliac fossa, and fever, many of the patients experi- 
enced a chill at the onset, 80 per cent showed sweat- 
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ing, and many had urinary symptoms, cough, con- 
stipation, and diarrhoea. 

In cases of abscess, the author favors drainage as 
soon as the condition is recognized. In some of the 
cases with abscess and vomiting, intussusception is 
suggested. Pain is of little diagnostic or prognostic 
value. In many cases with an overwhelming infec- 
tion there is little pain. After the appendix ruptures, 
there is frequently, as in adults, a subsidence of the 
symptoms which may be misleading. When the 
child will not permit abdominal palpation, the 
abscess may be felt through the rectum. 

Ninety-five per cent of the children had been 
given a cathartic, usually castor oil, before admission 
to the hospital. The author believes that in 50 per 
cent of the cases this is responsible for rupture 
before the patient is seen by the surgeon. He believes 
also that practically all cases should be operated 
upon immediately. The technique must be flawless 
as the patient’s resistance is lowered and he is 
susceptible to secondary infection from contamina- 
tion. In cases of appendiceal abscess it is the 
author’s practice to drain toward the iliac crest 
unless the mass points down toward the rectum, 
when rectal drainage can be instituted. The surgeon 
should not attempt too much. Frequently it is 
advisable merely to institute drainage. The abdomi- 
nal wound is often left wide open, especially if 
peritonitis is evident. In many cases a Mikulicz or 
modified Harris drain is used. 

Drainage over a long period of time is essential 
unless the drainage of pus ceases. In addition to 
free drainage, the Fowler position and the maximum 
ingestion of fluids are essential in cases of perito- 
nitis. Death results usually from a combination 
of shock and toxemia. Harotp M. Camp, M.D. 


McConnell, A. A., and Hardman, T. G.: Abnor- 
malities of Fixation of the Ascending Colon: 
The Relation of the Symptoms to the Anatomi- 
cal Findings. Brit. J. Surg., 1923, x, 532. 


Stimulated by Waugh’s article on the mobile 
ascending colon, and realizing the possible impor- 
tance of Waugh’s conception in abdominal surgery, 
the authors have decided to observe the ascending 
colon in every abdominal case and to determine 
whether its anatomical condition is in any way 
responsible for the symptoms or disease found. The 
report of the results of this investigation is preceded 
by a description of the normal ascending colon, the 
manner of its development, the variations from the 
normal which the authors have encountered, and 
the symptoms associated with these variations. 

In cases of mobile ascending colon the authors 
have not performed colopexy unless a definite ana- 
tomical connection could be traced between the 
mobile ascending colon and the symptoms. In some 
of the cases reviewed the operation was not properly 
performed. In one case a carbolic swab placed in 
the wound after faulty closure of the peritoneum 
caused irritation of the peritoneal surfaces. This 
patient was re-operated upon twice for adhesions 
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to the abdominal scar. In another case adequate 
relaxation of the abdominal walls was not obtained 
and fixation of the colon could not be performed 
satisfactorily. An X-ray examination six months 
later showed that the colon was as mobile as ever 
but, whereas previously it had been angulated, it 
was then straight. 

With regard to general treatment, the authors 
are of the opinion that these cases are orthopedic 
cases in the modern acceptance of that term, and 
that orthopedic treatment is necessary. The prin- 
ciples of treatment are: (1) to make the mobile 
ascending colon straight, and (2) to prevent its 
exercising traction on the structures to which it is 
attached. In the cases studied, non-operative treat- 
ment on orthopedic lines gave better results then 
medical treatment, and surgical fixation of the colon 
gave better results than either. 

E. C. RopitsHEK, M.D. 


LIVER, GALL-BLADDER, PANCREAS, AND 
SPLEEN 


Heyd, C. G.: Hepatitis, Cholelithiasis, Hydrops of 
Gall-Bladder. Surg. Clin. N. Am., 1923, iii, 373. 


Heyd reports a case in which he made a diagnosis 
of hydrops of the gall-bladder associated with 
cholecystitis and hepatitis. This diagnosis was 
based upon the history, the physical examination, 
and the roentgen-ray examination, these being men- 
tioned in the order of their relative importance. 

Gastric dyspepsia is the most frequent symptom in 
abdominal conditions. Forty per cent of persons 
complaining of indigestion have the cause of their 
dyspepsia in organs entirely remote from the ab- 
domen. Forty per cent have the etiological factor 
within the abdomen but remote from the stomach, 
and less than 20 per cent have actual organic 
disease of the stomach. Ninety-five per cent of 
surgical conditions in the abdomen consist of ulcer 
of the stomach, cancer of the stomach, diseases of 
the appendix, and affections of the biliary system. 
The early symptoms of cholecystitis are always 
gastric. Chronic gaseous indigestion with attacks 
of colicky pain and jaundice are symptoms which 
make a diagnosis of biliary disease nearly positive. 
The exceptions to Courvoisier’s law are few. The 
case reported in this article is one of them. 

Bile in the gall-bladder is of different composition 
from the bile in the liver and ducts. While bile is 
secreted continuously, it is delivered periodically. 
The delivery of bile into the duodenum is accom- 
plished by the hepatic secretory pressure, the ex- 
pulsive force of the gall-bladder plus the suction 
action of the diaphragm and relaxation of the 
sphincter of Oddi. Bile is not purely an excretion, 
as bile salts are continuously re-absorbed. 

In 20 per cent of lesions of the gall-bladder re- 
quiring surgery, stones are absent. In the majority 
of cases cholecystitis represents a direct infection 
of the wall of the gall-bladder from an infected 
liver through the lymphatic system, the infection 
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reaching the liver by the portal vein. In the absence 
of stones, a gall-bladder is considered pathologic 
when there is a loss of normal color, a marked in- 
crease in the thickness of its walls, the deposition 
of saffron-colored fat up to and on the fundus, the 
presence of hyperplastic lymph glands along the 
course of the ducts, the presence of a papillomatous 
mucous membrane, and the presence of white 
plaques extending from the serosal covering o/ the 
gall-bladder to the liver. The presence of peri- 
cholecystitis is suspicious only. 

An infected gall-bladder is an expression of patho- 
logic changes more widespread than the limits of 
the gall-bladder and usually indicates liver changes 
also. The liver stands as a buffer between the 
general and the portal circulations and functions 
as a filter. Its arterial supply is very limited con- 
sidering the size of the gland and compared with 
that of the spleen and kidney. The liver responds 
to chronic toxic irritation by two pathologic proc- 
esses—one, degeneration of liver cells, and the 
other, proliferation of connective tissue. These 
processes occur simultaneously. Because of its 
high reparative power, the liver is capable of with- 
standing long-continued injury with but slight im- 
pairment of function. Unless the changes are pro- 
duced rapidly, no symptoms of hepatic insufficiency 
will be noted for a long time. The author describes 
three clinical states which occasionally follow opera- 
tions on the biliary tract and are characterized by 
profound vasomotor depression and signs of chole- 
mia. These cases are at present under investigation 
and perhaps represent hepatic insufficiency with a 
resulting alkalosis. 

In performing a cholecystectomy, Heyd makes a 
longitudinal incision, and in all cases in which the 
peritoneal cavity is free from infection he carries 
out a systematic exploration of the abdominal con- 
tents. The appendix is always removed as there is 
a close interrelationship between pathologic changes 
in the appendix and disease of the right upper 
quadrant. Heyd performs his cholecystectomy from 
below upward, doing all the work under direct 
vision and keeping in mind the various anomalies 
of the ducts and arteries. The raw surface on the 
liver is covered over with peritoneum if possible, 
and a prophylactic drain is always left in Morrison’s 
space. A small piece of tissue is excised from both 
the right and left lobes of the liver to determine 
whether hepatitis is present or not, and if it is 
present, whether it is of biliary or portal type. 
Heyd has found that the presence of white bile in 
obstruction of the common duct is uniformly as- 
sociated with an increased surgical risk approximat- 
ing 20 per cent. C. J. Graspet, M.D. 


Muller, G. P.: Arsphenamin Jaundice Simulating 
Biliary Duct Obstruction. Surg. Clin. N. Am., 
1923, lii, 125. 


Muller reports a case in which jaundice developed 
several months after the onset of treatment {or 
syphilis with salvarsan. The jaundice was associated 
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yith enlargement of the liver 1 in. below the costal 
margin. The Wassermann reaction was positive. 
The patient was cured by mixed treatment. 

Jaundice of luetic origin may occur: (1) during 
the florid stage of the disease (syphilitic hepatitis) ; 
2) from acute necrotic hepatitis; (3) in association 
vith hepatic gumma or cirrhosis; and (4) after 
usphenamin therapy. Jaundice associated with 
usphenamin treatment may be due to: (1) the 
action of the arsphenamin upon the spirochetes 
infecting the liver, or (2) arsenical poisoning of the 
hepatic parenchyma with resulting fatty degenera- 
tion. 

The jaundice may occur during, soon after, or as 
late as ten or twelve weeks after treatment. Late 
jaundice is not infrequent, and in the cases of 
jaundiced patients a history of previous arsphen- 
amin treatment is extremely important. Harrison 
states that jaundice occurs in 0.6 per cent of the 
cases of syphilis during or subsequent to treatment 
with arsenical preparations. Todd has observed 
that it occurs more frequently in the winter when 
the diet is rich in fats and proteins. Physical ex- 
amination shows hepatic enlargement in from 40 
to 50 per cent of the cases, but later in the course 
of the disease this tends to decrease. A decrease 
in the size of the liver during the jaundice is against 
common duct obstruction from stone. 

The disease is usually afebrile, but prodromal 

symptoms and a marked febrile reaction may be 
present. Occasionally, the temperature may rise 
to 103 or 104 degrees F., and chills, nausea and 
vomiting, and epigastric pain may complicate the 
picture. Pruritus may be distressing, and abdom- 
inal tenderness located in the epigastrium or over 
the enlarged liver is usually demonstrable. Bile 
pigments in the faces may be diminished, but this 
is not the rule, although occasionally the stools, 
which are usually light green in color, may be clay 
colored. The latter is more apt to occur in the 
severe or fatal cases in which the condition simu- 
lates acute yellow atrophy. 
_ The average duration of the jaundice is about 
four weeks, but it may persist for several months. 
More recent writers agree that the pathology is 
probably that of a diffuse interlobular hepatitis. 
The persistent presence of bile in the faces except 
in the fatal cases simulating acute yellow atrophy, 
the dissociation of the biliary substances as ex- 
creted in the bile, and the slow disappearance of the 
jaundice are against obstruction as a cause of the 
icterus. Van der Burgh has been able to differentiate 
between jaundice from liver damage and that due 
to stasis, and his test will greatly assist in future 
cases in which the differential diagnosis may be 
difficult. S. J. Seecer, M.D. 


Vysin, V.: Melena with Gall-Stones (Blutige 
— bei Gallensteinen). Casop lék. Eesk., 1923, 
xii, 30. 


The relationship between cholelithiasis, duodenal 
ulcer, and appendicitis explains why, in cases show- 


ing symptoms of cholelithiasis, melena may appear 
and render the diagnosis of cholelithiasis doubtful. 
This finding will always be explained by operation. 
The author reports a case in which intestinal 
hemorrhage followed severe calculous colic. At 
operation the suspected duodenal ulcer was not 
found, as it had probably healed in the six-week 
interval between the hemorrhage and the operation. 
KINDL (Z). 


Piersol, G. M., and Bockus, H. L.: A Study of the 
Bile Obtained by Non-Surgical Biliary Drain- 
age, with Especial Reference to Its Bacteri- 
ology. Am. J. M. Sc., 1923, clxv, 486. 

Hollander, E.: Experiences with Non-Surgical 
Biliary Drainage (Meltzer-Lyon Test). Am. J. 
M. Sc., 1923, clxv, 497. 

The method of biliary drainage instituted by 
Lyon and based upon Meltzer’s hypothesis is a useful 
and practical procedure; the bile obtained in this 
way is derived from the common bile duct, the gall- 
bladder, the hepatic duct, and the biliary capillaries, 
in the order named. 

The disease condition of the gall-bladder and the 
bile ducts can be recognized by microscopic and 
bacteriologic study of the bile. Because of its bland 
action on the duodenal mucosa, 5 per cent peptone 
is suggested for diagnosis instead of strongly hyper- 
tonic magnesium-sulphate solution. 

In chronic cholecystitis a normal reaction may be 
present. The findings obtained by non-surgical 
biliary drainage should be correlated with other 
clinical data. SAMUEL Kaun, M.D. 


Beresoff, E. L.: The Change in the Blood Picture 
Following Splenectomy, a Result of the Begin- 
ning Disturbance of Internal Secretion (Die 
Veraenderung des Blutbildes nach Splenektomie, 
eine Folge der einsetzenden Storung der inneren 
Sekretion). Klinitscheskaja Med., 1921, iv, 18. 

In the main, the results of investigations of the 
blood in man after splenectomy have been uniform. 
All investigations, from the first by Hartmann and 
Vaquez, to the last, the very complete work of 
Schulze, showed that in all persons who had under- 
gone splenectomy the number of lymphocytes in- 
creased, and that after approximately five months 
an eosinophilia of 8 to 16 per cent appeared. There- 
fore it may be considered as proved that the spleen 
does not take part in the formation of mononuclear 
and polynuclear cells. The increase in the number of 
the lymphocytes is explained by Kurloff and other 
investigators as follows: 

The spleen participates extensively in the forma- 
tion of lymphocytes, but if it is removed, an increased 
demand is made upon the lymphatic glands and a 
compensatory glandular hyperfunction takes place, 
which manifests itself anatomically by swelling and 
enlargement of the glands. 

How can it be explained that the removal of the 
spleen, which forms only a small part of the lym- 
phatic tissues, calls forth such a marked hyperfunc- 
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tion of the remaining lymphatic glands, and how 
does it happen that in Banti’s disease, in which the 
splenic pulp is sclerosed and therefore the lymph 
follicles, the providers of the lymphocytes, are al- 
most destroyed, an increased production of lympho- 
cytes appears after the removal of the spleen? If 
this increase in the number of lymphocytes is the 
result of a compensatory process, how does this 
process take place so very rapidly, almost on the 
very day of the splenectomy? One would rather 
expect that at the beginning the number of leuco- 
cytes would decrease until the organism became 
‘“‘conscious”’ of the lack of leucocytes, and that only 
then would there be a compensatory production of 
leucocytes by the remaining lymphatic glands. 

Schulze answers these questions as follows: 

The spleen produces, among other things, a hor- 
mone which, according to the terminology of Ep- 
pinger, belongs to the category of anti-autonoline 
and exerts an inhibitory effect upon the autonomic 
nervous system and, through this, upon the function 
of the lymphatic glands. If the spleen is removed, 
the inhibitory effect of the hormone is lost and the 
number of lymphocytes increases. This increase 
continues for an unlimited length of time and shows 
no tendency to abate. From this viewpoint the 
author attempts to explain his own observations. 

Four cases are considered and their clinical his- 
tories presented with the blood findings determined 
after splenectomy. In an analysis of the blood pic- 
ture it is noteworthy that the curve of the polynu- 
clears lacks all conformity to law, i.e., that the re- 
moval of the spleen had no influence whatever. On 
the other hand the curves which represent the num- 
ber of lymphocytes show a constant increase in the 
number of these cells, which it may be assumed was 
brought about by the removal of the spleen. More- 
over it can be determined that in all four cases the 
relative increase was the same—toward the end of the 
first month the number of lymphocytes had in- 
creased two one-half times. This speaks against a 
temporary adaptation of the organism because, 
under such conditions, an increase in the numbers of 
the lymphocytes would not have continued so long 
nor have risen so markedly. The author believes he 
is warranted in the following explanation: 

Normally the number of lymphocytes in 1 c.cm. 
is the same in practically all cases, and it may be 
assumed that the formation of lymphocytes is gov- 
erned by two influences that are similar but oppose 
each other; on the one hand it is the result of a 
stimulation of the autonoline which favors the 
process, and, on the other hand, the influence of the 
anti-autonoline which inhibits the process. If after 
the removal of the spleen the number of lympho- 
cytes increases, this fact indicates that the auton- 
oline has the ascendency, and the inhibitory process 
has ceased. If with the cessation of the inhibitory 
process other mechanical stimuli appear, the num- 


ber of lymphocytes must increase still more. Such 
stimulus is present in the organism in the form of the 
so-called passive leucocytosis of digestion. In two 
cases in which the author investigated the leucocyto. 
sis of digestion after a meat diet he found an increase 
in the percentage of the lymphocytes. From this he 
concludes that the mechanical stimulation of the 
lymph follicles, which normally has little influence 
in increasing the number of lymphocytes, in the 
absence of the spleen was the cause of an increase jn 
the number of lymphocytes to nearly double. 
With regard to the chemical nature of the hor. 
mone, nothing definite can be said at present, but 
we possess in atropine a substance whose effect is 
analogous to that of the hormone. The author at- 
tempted to bring about the effect of the missing 
hormone with atropine. Three injections of 0.0001, 
0.00025, and 0.0004 gm. were made. The number of 
neutrophiles remained unchanged, but that of the 
lymphocytes decreased considerably, i.e., the at- 
ropine exerted an inhibitory effect. If one takes into 
consideration the fact that atropine causes dilatation 
of the thoracic duct and that therefore an increase 
in the formative elements would be expected, the 
results obtained by the author become of particular 
interest. The hypothesis of Schulze that the removal 
of the spleen causes a disturbance of the internal 
secretion receives new support. Moreover, the 
author observed that in the case of a patient who 
suffered from constipation, the bowel movements 
became normal. In another case, in which there was 
little complaint of costiveness, movements of the 
bowels occurred twice a day. It appears that the 
lack of the hormone produced by the spleen causes 
an increase in peristalsis, such as Bayer has ob- 
served in two cases. The same hormone seems to 
have a definite influence also upon the thymus, 
since several investigators have observed a hyper- 
plasia of the thymus after splenectomy and, vice 
versa, after the removal of the thymus a hyperplasia 
of the corpuscles of the spleen (Klose, Bayer, Matti). 
The question of lymphocytosis after splenectomy 
has not only a theoretical but also a practical inter- 
est because, according to the theory of Schulze, it is 
to be assumed that the unchecked activity of the 
lymphatic glands may lead to their complete ex- 
haustion, and it is possible that the lymphatic glands 
and the enlarged thymus may cause a condition 
which resembles status thymicolymphaticus. As 
yet we have no adequate explanation of the eosino- 
philia which appears a few months after splenectomy. 
The author leans toward the theory of Schulze in 
assuming that it is a phenomenon resulting from 
the disturbance of internal secretion. : 
In the future, the question of the advisibility ot 
splenectomy must be considered also in the light of 
this theory, and it is the problem of surgery to search 
for a conservative means of treating the spleen. 
LutHeER (Z) 
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GYNECOLOGY 


UTERUS 


Schmitz, H.: The Technique of the Treatment of 
Carcinoma of the Cervix Uteri with a Com- 
bination of X-Rays and Radium Rays. Am. 
J. Roentgenol., 1923, X, 219. 


The success of the radiation treatment of deep 
cervical carcinomata depends on the solution of the 
problem of sending into the interior of the true 
pelvis a dose of rays which is lethal to carcinoma 
tissue but will not cause permanent injury to the 
healthy tissues and organs lying within the paths 
of the rays. This problem may be solved by deter- 
mining: 

1. The intensities of the X-rays and gamma rays 
of radium for the various distances. This is done by 
the ionization method, the results being plotted on 
a chart. 

2. A biological unit of dose based on a biological 
reaction. This is designated as a 100 per cent 
erythema skin dose and is measured with an ion- 
toquantimeter, that is, standardized. The same 
dose may be reproduced for all qualities of rays. 

3. A lethal carcinoma dose expressed in value 
of the biological unit of dose. On an average this 
— 110 to 130 per cent of an erythema skin 
ose. 


4. A technique of treatment based upon the 
intensity of the rays, the biological unit of the radia- 
tion dose, and the lethal carcinoma dose. 

H. W. Fink, M.D. 


Masson, J. C.: Sarcoma of the Uterus. Am. J. 
Obst. & Gynec., 1923, V, 345. 


The author gives MacCallum’s definition of 
sarcoma as a tumor arising from connective tissue 
and retaining most of the characteristics of connec- 
tive tissue, but endowed with the power of invading 
and actively destroying adjacent structures and 
forming colonies of its own tissue in distant organs. 
The literature on the subject from 1860 to the present 
time is reviewed. 

The most common pathologic groups are the 
round-cell, spindle-cell, giant-cell, and mixed-cell 
sarcomata. The spindle-cel!l sarcoma, the most com- 
mon form found in the uterus, is often classified as 
myosarcoma or fibrosarcoma according to its origin. 
The rare forms found in the uterus are the lympho- 
sarcoma, angioblastic sarcoma, chondrosarcoma, 
osteosarcoma, myxosarcoma, and ganglioma. Ma- 
lignant decidual-cel! sarcomata are not included in 
the primary sarcomata of the uterus. 

Sarcomata of the uterine mucosa are usually 
polypoid, and for that reason all tissue removed from 
women with polypoid endometritis should be sub- 
jected to careful microscopic examination. Sarco- 


mata usually begin in ulcerating polypi, and are 
much more malignant than myosarcomata. 

Sarcomata as a group are more malignant than 
carcinomata, but the fibrosarcomata and myosar- 
comata are more solid and metastasize later. Many 
sarcomata originate in fibroids and may be encap- 
sulated or diffuse. It is a disputed point whether or 
not such tumors are malignant from the beginning. 
Two distinct sarcomata or a sarcoma and a carcino- 
ma may be present in the same uterus. An illus- 
trative case is reported. 

Various authors estimate the incidence of malig- 
nancy in fibroids as from 0.4 to 10 per cent. This is 
due to a difference in the standards of malignancy. 

In a review of seventy-two cases of sarcoma and 
cellular fibromyoma made in the Clinic by Evans 
the malignancy was found to be in direct proportion 
to the number of mitotic figures present. From 
January 1, 1910, to January 1, 1923, 4,322 patients 
were operated on at the Mayo Clinic for uterine 
fibroids. Sarcoma cells were found in forty-four, 
approximately 1 per cent. Aschoff gives the same 
percentage from the Freiberg clinic. 

The etiology is unknown. Chronic irritation and 
age are more important in carcinoma thaninsarcoma. 

The symptoms vary. In slowly growing tumors it 
is impossible to differentiate the condition from fi- 
broids. Pain is more common than in carcinoma, and 
may come between as well as during the menstrual 
periods. Later symptoms are cachexia, hemorrhages, 
and a foul vaginal discharge. Rapid growth of a 
tumor favors sarcoma. Only a competent pathologist 
can differentiate a necrotic, benign tumor from a 
sarcoma. Rapid reduction in size following radiation 
favors a diagnosis of sarcoma. 

Metastases occur late and are rare. Local recur- 
rence is much more frequent. Autopsy findings show 
that metastasis may take place by way of the blood 
or lymph channels. Perforation of the uterus with 
peritonitis has occurred. Hemorrhage is common. 

The treatment of sarcoma of the uterus is in a 
transitional stage. Surgery was formerly universal, 
but today radium and deep roentgen-ray therapy 
are often advised. Many remarkable cures as well 
as many failures are reported. The author advises 
early surgery followed by deep roentgen-ray therapy 
for the early cases, and radium followed by roentgen- 
ray treatment for the late cases. If the condition is 
inoperable, or if there is metastasis, only deep roent- 
gen-ray treatment is indicated. 

The author has seen a case of pulmonary embol- 
ism following the use of radium, and several cases 
ef pelvic infection with abscess formation in cases of 
carcinoma. 

If surgery is decided on, a modified Wertheim 
hysterectomy should be performed, the cervix being 
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first thoroughly cauterized if it is involved. Pre- 
operative transfusions are advisable if the haemo- 
globin is 40 per cent or under. 

The operative mortality in the series of cases re- 
viewed was 4 per cent. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Ursprung, C. W.: Primary Carcinoma of the Fal- 
lopian Tube. Hahneman. Month., 1923, \viii, 294. 


The author reports a case of this rare condition. 
The patient, a woman 53 years old, complained of 
nervousness, fatigue, and loss of weight which had 
begun one year previously. Four months before 
operation, vaginal discharge began. The abdomen 
was tender, the uterus retroverted, anda mass was felt 
in the right pelvis. The red cell count was 3,846,000. 
The pre-operative diagnosis was ovarian cyst. 

At operation the right tube was found distended 
with blood. It was 6 in. long and 1% in. in diameter 
and contained a broad-based papilloma. The tubes, 
ovaries, and fundus of the uterus were removed. 

The author questions the necessity of removing 
the cervix. The prognosis is about the same as that 
of carcinoma of the cervix. After infiltration of the 
wall it is distinctly unfavorable. Of 132 women 
with this condition, only four survived the five-year 
postoperative period. G. D. Haucu, M.D. 
Cumston, C. G.: The Reciprocal Relationship 

Between Appendicitis in the Female and In- 
flammation of the Right Adnexa (Rapports re- 
ciproques entre l’appendicite chez la femme et les 
annexites droites). Rev. frang. de gynéc. et d’obst., 
1923, XViil, 177. 

When the cecum in the female is raised, a fold of 
peritoneum from the appendix to the superior edge 
of the broad ligament may be found. In this fold 
are many lymphatic vessels extending from the ap- 
pendix to the ovary and the tube. Consequently an 
infection of the appendix might very well travel to 
the adnexa. This peritoneal fold was first described 
by Clado twenty-five years ago, who called it the 
‘“‘appendiculo-ovarian ligament.”’ It is found in 50 
per cent of women. 

It is evident that the appendix might be sur- 
rounded by an exudate coming from an inflamma- 
tory right tube or ovary, but the condition is not an 
appendicitis unless there is an inflammation of the 
appendix itself. 

As a rule, adhesions are formed when there is 
associated inflammation of both the ovary or tube 
and the appendix and are particularly firm if the ap- 
pendix is in the lower pelvis. The author has col- 
lected over 100 cases of appendicitis in which there 
was a chronic inflammatory process of the adnexa 
and appendectomy relieved all the symptoms. 

When the appendix is in a state of chronic inflam- 
mation it is always exposed to new attacks because 
of its adhesions. The ovary also causes pain through 
adhesions, especially at the menstrual period. Too 
often these conditions are regarded as entirely of a 
genital nature and are treated conservatively with 


no results, whereas an exact clinical history and 
operation would indicate the true source of the pain 
and ablation of the pathologic part would effect , 
cure. 

Of first importance in the differential diagnosis 
between appendicitis and adnexal disease is pelvic 
peritonitis with its local manifestations such as peri- 
metritis, perisalpingitis, and peri-oophoritis. In an 
incomplete examination a perimetritis or an ad. 
nexitis on the right side may be mistaken for appen 
dicitis. In pelvic peritonitis a yellow vaginal dis. 
charge has been present for a long time, and micturi- 
tion and defzcation have been painful. Abdominal 
pain accompanied by vomiting and hiccough appears 
suddenly, but has a different location from that of 
appendicitis. If the pain is bilateral or more severe 
on the left side, the infection is probable genital, 
notwithstanding the fact that the pain of appendi- 
citis is occasionally in the left iliac fossa. 

A general peritoneal irritation may occur in either 
case but is more frequent in appendicitis because the 
bacillus coli communis, which is so commonly found 
in appendicitis, provokes a diffuse peritoneal reac- 
tion with a purulent exudate, while the gonococcus, 
which plays the chief réle in pelvic peritonitis, usu- 
ally gives rise to circumscribed reactions of the peri- 
toneum and rarely causes a true general peritonitis. 
In the beginning of appendicitis, percussion will 
reveal an exudate in the right iliac fossa and a vaginal 
examination will be negative. The author has never 
been able to determine the presence of inflammation 
of the appendix by bimanual palpation. The recru- 
descences of chronic pelvic peritonitis occur prin- 
cipally during menstruation. 

Perforation of the appendix is usually preceded 
by acute attacks of appendicitis except in cases of 
gangrene from thrombosis or torsion. The pain of 
appendicitis begins near the umbilicus and later 
centers in the right iliac fossa, which never occurs in 
adnexal disease. In gangrene of the appendix, local 
pain may be completely absent; in the female such 
a condition suggests a light attack of adnexitis, 
but such an error would soon be discovered because 
of the symptoms of a fulminant peritonitis. __ 

The vomiting accompanying acute appendicitis 
with or without perforation is spontaneous and con- 
tinuous, and the pulse small, thready, and rapid; 
a rapid rise in the temperature is preceded by a chill. 
Tympanitis is very marked; frequent signs are a 
slight cyanosis and a cold perspiration. This clinical 
picture is never found in infectious processes of the 
adnexa. Frequently the temperature remains high 
for several days. New rises in the temperature 1n- 
dicate extension of the process, but a fall might be 
the indication of a grave infection against which the 
body cannot react. This is probably the case when 
there is a rise in the pulse rate with a fall in the tem- 
perature. 

In puerperal metritis the symptoms may be 
equally violent, but a properly taken history will 
indicate the correct diagnosis. Moreover, the gne- 
eral condition is not greatly affected. The upper 
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abdomen is always soft and without tenderness upon 
pressure and bimanual palpation. As the exudate 
will be situated in the perimetral tissue and will not 
rise higher than the upper edge of the true pelvis, 
there will always be a zone of percussion between it 
and the zone of exudate in appendicitis. An ap- 
pendicular abscess varies in situation according to 
the situation and length of the appendix. 

The symptoms of suppurative pelvic peritonitis 
are never as acute as those of acute appendicitis. 
The history also discloses the fact that the patient 
has not been in good health, has had a discharge for 
some time, or that her symptoms date from a visit 
toa midwife. There is usually a dysuria associated 
with the signs of local peritoneal irritation, and little 
if any fever. 

The peri-appendicular exudate, if very old, may 
be easily confused with perimetric exudate, espe- 
cially if it extends into the broad ligament toward 
the uterus. 

A retro-uterine hematocele following a ruptured 
tubal pregnancy may simulate pelvic appendicitis, 
but in the latter there is always tenderness over 
McBurney’s point and no pain in the ovarian region, 
the cervix is not softened, and the uterus is not en- 
larged. Pelvic appendicitis may simulate a twisted 
pedicle, but in the latter a tumor may usually be 
outlined and fever at the onset is rare. 

The mortality of pelvic appendicitis is probably 
no greater than that of the iliac type, but the symp- 
toms are usually more severe and the indications 
for intervention are more urgent. 

There is some question as to whether in pregnancy 
the ligament of Clado is put under tension or is re- 
laxed, but there is evidence that pregnancy acts 
mechanically to favor the recurrence of attacks of 
appendicitis in women who have adhesions between 
the appendix and the genital organs. It is possible 
that adhesions between the appendix and the tube 
may be a cause of tubal pregnancy. 

RoscoE Jepson, M.D. 


Cotte, G., and Jezditch, D.: Pelvic Varicocele 
(Contribution a l'étude du _ varicocéle pelvien). 
Gynéc. et obst., 1923, viii, 205. 

The authors state that although pelvic varicocele 
was described by Richet and Devalz more than 
sixty years ago, it has not received the recognition it 
deserves. In 650 laparotomies they found seven 
typical cases, but only two of these could have been 
diagnosed before operation. On the other hand, in 
two recent cases diagnosed as pelvic varicocele the 
condition was not found at operation. Secondary 
varicocele does not require any individual clinical 
or therapeutic attention as it will disappear after 
the causative factor has been removed. 

Pelvic varicocele is usually found in women in the 
early thirties who have had several pregnancies and 
more or less pelvic congestion since puberty. The 
symptoms are pain in the lower abdomen and around 
the kidneys which extends down the legs, a sense 
of weight in the pelvis, and more or less vesico- 


rectal tenesmus. Walking, standing, defecation, 
and sexual intercourse increase the symptoms. They 
become more severe also just before the menstrual 
period but are relieved by menstruation. With 
irritation of the clitoris there is increased sexual 
desire but at the same time there is true dyspareunia. 
The menstrual flow is increased and prolonged and 
often appears twice monthly. In many cases there 
is a watery leucorrhcea. 

Upon examination, the uterus is found to be en- 
larged and usually in retroversion. A pathog- 
nomonic sign of the condition is a soft, compressible 
mass in the lateral sides of the cul-de-sac which is 
noted when the patient is standing but disappears 
when the recumbent position is assumed. 

Of the authors’ seven cases, only two were op- 
erated upon more than two years ago. In every 
case the symptoms disappeared after resection of 
the utero-ovarian veins. 

While medication may relieve the symptoms for 
a time, the only cure is operative interference. The 
operation of choice is resection and ligation of the 
veins in the lumbo-ovarian ligament. In the authors’ 
opinion, this will not harm the ovarian function. 
The position of the uterus should be corrected but 
nothing should be done to the tubes or ovaries 
unless they are diseased. Roscoe Jepson, M.D. 


MISCELLANEOUS 


Curtis, A. H.: The Management of the Female 
Urinary Bladder After Operation and During 
Pregnancy: A Further Study of Residual 
Urine in Its Bearing on Urinary Tract Dis- 
turbances. J. Am. M. Ass., 1923, Ixxx, 1126. 


The author emphasizes the fact that the normal 
bladder is highly resistant to infection and that 
virulent bacteria tend to do no harm unless there is 
the added complication of residual urine. It is this 
factor that accounts for many otherwise inexplicable 
infections of the urinary tract following operation 
and developing during pregnancy. Without cathe- 
terization few infections result, but it is often neces- 
sary to catheterize to prevent over-distention. 
Residual urine does not usually follow one or two 
catheterizations, but is very frequent when cathe- 
terization is done repeatedly. 

The author’s plan of treatment was studied in 
1,595 female patients subjected to major surgical 
operations, excluding operations involving the 
genito-urinary tract and conditions which might 
involve it. Sixty-six per cent of the patients re- 
quired no catheterization, 11 per cent required it 
once, 5 per cent required it twice, and 17 per cent 
required it three or more times. Of the 66 per cent 
not requiring catheterization several were tested 
for residual urine but this was found in less than 1 
per cent and in none was there any urinary tract 
infection. Of the 11 per cent (187 patients) requir- 
ing one catheterization for distention, residual urine 
was found in 6 per cent, but in the absence of infec- 
tion disappeared promptly. Of the eighty-eight pa- 
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tients catheterized twice, 27 per cent had residual 
urine and a few had slight infection which disap- 
peared more or less promptly. 

Of the 269 patients who were catheterized many 
times, residual urine was found in 64 per cent. 
Return of the power of complete evacuation of the 
bladder usually requires from four to eight days, 
the amount of residual urine decreasing gradually. 

In the plan of treatment followed by the author 
the catheter is used only when necessary for the 
relief of distention. If the catheter has been em- 
ployed only once or twice, no further treatment is 
indicated unless symptoms of retention or infection 
appear. If more than two catheterizations have been 
necessary the patient is catheterized daily immedi- 
ately after one urination until the residual urine 
has disappeared. Residual urine of less than 1 oz. is 
considered normal if free from pus. Hexamethylen- 
amin is given in quantities sufficient to reveal for- 
maldehyde in the urine. 

In the author’s opinion many of the cases of 
pyelitis in pregnancy may be due to ascending in- 
fection from residual urine in the bladder. Many 
women with this condition give a history of having 
accustomed themselves to resist voiding for long 
periods of time. Others mention inability to empty 
the bladder completely after the onset of pregnancy 
or after the uterus rises out of the pelvis. In still 
other cases the presence of a temporary cystocele 
may be responsible. 

The laboratory examinations showed scattered 
staphylococci and diphtheroid bacilli in the once 
catheterized patient, while in the urine of those 
catheterized repeatedly, colonies of bacilli of the 
colon group were found in addition. The patient 
with residual urine showed the greatest number of 
leucocytes and bacteria but these disappeared with 
the disappearance of the residual urine. 

The conclusions drawn by the author are as 
follows: 

1. The catheter should be used when necessary 
to relieve distention both because of the pain and 
because if the distention is not relieved there is 
danger of the destruction of kidney tissue by back- 
pressure. 

2. Postoperative patients not requiring catheteri- 
zation quickly return to normal without urinary 
tract infection even though some residual urine may 
be present. 

3. Patients who require repeated catheterizations 
will have no infection provided they have a daily 
test for residual urine until this is no longer present. 

4. It is dangerous to stop the use of the catheter 
suddenly with the advent of spontaneous micturi- 
tion because this is usually followed by a period of 
several days of residual urine which, if contaminated, 
is the chief cause of postoperative cystitis. 

5. All pregnant women who show undue fre- 
quency of urination or whose urine contains pus 
should be watched for residual urine as a precaution 
against the pyelitis of pregnancy. 

RoscoE Jepson, M.D. 








McGlinn, J. A.: The Treatment of Gonorrhea in 
Women. Therap. Gaz., 1923, 3.8. XXxix, 220. 


Acute cases of gonorrhoea are seen by the physi- 
cian relatively seldom. The author saw only one 
such case during the last year at the venereal clinic 
of the Philadelphia General Hospital. In the acute 
stage the diagnosis is easy and treatment should be 
begun immediately. The primary source of infec- 
tion is always in the cervix and for this reason 
douches which may relieve congestion will not de- 
stroy the organisms. Since all germicides will do 
more harm than good, he advises simple saline 
solution for the vagina. Of chief importance in 
the treatment is the cervix. This should be first 
cleaned with sodium bicarbonate or hypochlorite 
solution and then dried with hot air (dental cavity 
drier) or cotton swabs, with care not to traumatize 
the canal. The author then applies a 1:200 warm 
aniline gentian-violet solution which penetrates 
deeply and kills or prevents the growth of the gono- 
coccus. He considers the use of bichloride of mer- 
cury and lysol pernicious. 

In order to change the conditions favoring the 
growth of the gonococcusa suppository formed from 
half a cake of yeast is inserted into the vagina 
each night. After the cervix and vagina are free 
from gonococci the persisting discharge, which 
McGlinn considers due to a change in the vaginal 
flora, is stopped by keeping the vagina dry. This he 
accomplishes by filling the vagina at night with 
Fuller’s earth and washing it out again in the 
morning. 

McGlinn does not find that the urethra and glands 
of Bartholin become infected as frequently as is to 
be assumed from most textbooks. For infection of 
the urethra and Skene’s glands he advocates argyrol 
or protargol. When Bartholin’s glands are infected 
it will be necessary to open the canal and treat the 
tract directly. 

The difficulties in treating chronic cases are em- 
phasized. Repeated examinations after several 
menstruations must be made. For chronic infec- 
tion of the cervix McGlinn favors the actual cautery 
with the temperature high enough to produce a 
slough but not a char. Postoperative care must be 
given to prevent stenosis. Skene’s glands may be 
laid open and cauterized with a wire or dissected 
out. If radium is used for chronic infection of the 
cervix it should be employed in small repeated doses. 
Sturmdorfi’s tracheloplasty may also be done. 

In conclusion the author emphasizes the impor- 
tance of not overtreating acute cases and the futility 
of local treatment in chronic cases. 

Roscoe Jepson, M.D. 


Maxwell, A. F.: The Results of Radium in Gyne- 
cology. California State J. M., 1923, xxi, 155. 


In the beginning, radio-activity was accepted by 
the medical profession almost universally as a pan- 
acea for all neoplastic diseases. Today the tendency 
is toward a sane evaluation, the application of radio- 
activity being clearly defined. 
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The material in this study was obtained from the 
Women’s Clinic exclusively and covered the years 
1916 to 1921 inclusive. 

There were 108 cases of carcinoma of the cervix 
to ten of carcinoma of the body. Briefly the tech- 
nique consisted in the use of the bare tube containing 
either the salt or the emanation screened by 1 mm. 
of silver and 1 mm. of brass and encased in sterile 
rubber. Crossfire was obtained by placing capsules 
in the lower uterine cavity and vagina directly in 
contact with the cervix and parametrium. Bare 
tubes were tried with but very little success except 
in cases of vaginal metastasis. Gauze strips and a 
rubber dam were packed firmly into the vagina to 
protect the bladder and rectum and the latter were 
kept empty by catheterization and enemas. The 
average dosage was from 3,000 to 5,000 mgm. or mc.- 
hrs. given in a single dose or, more often, 2,000 mc.- 
hrs., and repeated in forty-eight to seventy-two 
hours, 100 to 150 me. being used. 

For a suitable working basis the cases were classi- 
fied as early and operable and borderline and inoper- 
able. Of 108 cases of cervical carcinoma twenty- 
three were recurrences and eighty-five were primary 
Of the latter, eighty-two were given radium treat- 
ment only, and three were operated upon later. 
Of the forty-two women with inoperable carcinoma, 
thirty-one (66 per cent) succumbed within a year 
and four have lived two to three years and have 
shown marked improvement. In one of the latter 
the condition was so altered by the radiation that 
an operation was performed subsequently and the 
patient is free from signs of malignancy four years 
later. Intense postoperative raying was done also. 
Ten per cent of the patients in the terminal stages 
have survived over three years and these years were 
made bearable. Of those with a borderline condition 50 
per cent are alive, some of them as long as two years 
after the treatment. Three were so benefited that 
operation was rendered possible. In this type of 
case raying is more satisfactory than surgery. 
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Bumm reports a five-year cure following radium 
treatment in 21 per cent of a series of twenty-twc 
cases. Two of the very early cases presented definite 
contra-indications to operation; one patient died a 
year after raying without signs of carcinoma: the 
other shows no evidence of malignancy after three 
years. 

The great majority of recurrences are not recur- 
rences but a proliferation of tissue not removed at 
the time of operation. Fifteen of twenty-three 
women with such a condition are dead and one of 
the five who are living is clinically well after three 
and one-half years. Two of five women radiated 
prophylactically after hysterectomy are well after 
five and six years respectively. 

Carcinoma of the body of the uterus is treated as 
a surgical condition. Five women with this condition 
died of recurrence and five are living, three as long 
as four years after treatment. Six cases of carcinoma 
of the ovary, two of carcinoma of the clitoris, 
and one of carcinoma of the urethra have been 
treated without apparent result. 

The hemorrhages associated with adolescence and 
fibrosis of the uterus are effectively controlled by 
radium. In cases of myomata and fibroid polyps the 
treatment is now restricted to growths confined to 
the pelvis in women near the menopause and in 
whom submucous polypoid tumors, malignancy, 
and inflammatory pelvic reaction can be excluded. 
Endocervicitis was alleviated in all four cases. One 
case of chorionepithelioma received 3,420 mc.-hrs. 
of treatment without any apparent effect on the 
growth. 

In summarizing, the author states that radium 
has a definite place in gynecological therapy. Death 
is postponed. Operable cases should be operated 
upon after radiation. Cancer of the uterine body is 
surgical. The bleeding myomata (selected cases), 
the myopathies, and some of the leucorrhceal dis- 
charges can be satisfactorily controlled with radium 

A. James Larkin, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Speidel, E.: A Routine Treatment for Hyper- 
emesis Gravidarum. Am. J. Obst. & Gynec., 
1923, V, 481. 

It is of great importance in instituting the routine 
treatment that the patient’s husband and family 
be impressed with the fact that the condition is 
very serious and that a favorable outcome, even the 
patient’s life, depends upon their co-operation. 

The patient’s room should be flooded with sun- 
shine and fresh air, and the family and husband 
should be excluded, especially the husband, whose 
presence at once arouses the sex instinct in the 
patient and reflexly causes emesis. The adminis- 
tration of food, and even of water, by mouth should 
be stopped at once. 

In the author’s cases the daily routine is begun 
at 7 a.m. by irrigating the large bowel with a gallon 
of warm solution containing two rounded table- 
spoonfuls of sodium bicarbonate. The solution is 
introduced slowly through a No. 20 catheter, and 
when the patient strains she is allowed to expel it 
alongside the catheter. More solution is then run in 
and when the final pint has been introduced the 
catheter is withdrawn. It is hoped that the patient 
will retain and absorb a considerable part of the 
solution as in this way fluid will be supplied to 
the body and the acidosis will be somewhat com- 
bated by the sodium bicarbonate. 

At 8 and 12 a.m. and 4 and 8 p.m., 250 c.cm. 
of the feeding solution are slowly introduced into 
the rectum through a No. 12 catheter with a glass 
funnel attached, the patient lying in the left lateral 
position with the hips elevated and being kept 
in that position for half an hour after the introduc- 
tion of the fluid. 

The feeding solution, which is warmed to body 
temperature before each introduction, is composed 
of 50 gm. of glucose, 100 c.cm. of trophine or 
panopepton, 20 gm. of sodium bicarbonate, and 
enough water to make 1,000 c.cm. This amount is 
sufficient for one day. Sixty grams of sodium bro- 
mide are added to each dose of the solution just 
before its introduction, and if the patient is restless, 
30 gr. of chloral are dissolved in the 8 p.m. feeding. 
As the patient improves, the amount of sodium 
bromide is gradually reduced. 

From the beginning, an ampoule of corpus luteum 
extract is administered once or twice daily intra- 
muscularly or intravenously until erythema _ in- 
dicates that sufficient has been given. 

After three days of this régime the treatment is 
supplemented by the intravenous administration 
of 500 c.cm. of sterile 10 per cent glucose solution. 
The glucose relieves the carbohydrate deficiency 


caused by the demands of the fetus upon the 
mother and the lack of it in the diet that she has 
been able to take. It will be absorbed directly by 
the liver and will aid in regenerating the damaged 
liver cells if the destruction has not gone too far, 

The rectal treatments are continued for the 
succeeding days, and on the sixth day a second 
intravenous injection of glucose is given. The 
rectal treatments being continued, gastric lavage 
is practiced on the eighth day with !% gal. of 
sodium bicarbonate solution containing a rounded 
tablespoonful of the soda, and at the end of the 
lavage 1% pt. of the solution is poured into the 
stomach through the tube. This is generally re- 
tained. 

The administration of food is begun tentatively 
on the ninth day, the patient being given a Holland 
rusk or shredded wheat biscuit twice a day. 

The cereals are slowly added in the succeeding 
days, the rectal feedings being gradually reduced 
in number as the patient is able to retain the food 
taken by mouth. 

This routine includes well-recognized measures 
in the treatment of hyperemesis and forms the main 
basis for the treatment of every case. Additional 
measures are used in conjunction with it, if neces- 
sary. Adrenalin solution, advocated by some writers, 
may supplement or take the place of the corpus 
luteum solution, or the latest innovation, feeding 
by the duodenal tube as advocated by Paddock, 
may be added to the treatment. 

E. L. Cornevi, M.D. 


Stroganoff: My Improved Method for the Prophy- 
lactic Treatment of Eclampsia. J. Obs!. & Gynec. 
Brit. Emp., 1923, XXX, I. 

Stroganoff has had a wide experience with eclamp- 
sia and described a method of treating it about 
twenty-five years ago. At first his method had a 
mortality of 1 to 2 per cent, but in the last twelve 
vears he has so improved it that he is nearly always 
able to save the mother and has greatly reduced the 
infant mortality. He states that in this condition 
toxins formed in the mother’s blood irritate the 
central nervous system, and particularly the vaso- 
motor center. This irritation causes a spasm of the 
blood vessels and an increase in the blood pressure 
accompanied by headache, changes in the eyesight 
and hearing, and epigastric pain which terminate in 
convulsions with loss of consciousness. The spasm 
of the blood vessels of the kidneys causes « sharp 
change from oliguria to anuria, and albumin and 
casts appear in the urine. The toxic elements causing 
the irritation are the syncytial masses which enter 
the mother’s veins. The fact that eclampsia appears 
more often during delivery seems to indicate that 
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the syncytial cells enter the blood during labor and 
that their toxicity is increased by the labor pains. 
Immediate delivery appears to be of little aid in 
counteracting this condition and may often be 
harmful. 

In the treatment efforts must be made first to 
prevent convulsions as these increase the amount of 
toxins in the blood. Elimination of the toxins 
through the skin and kidneys must then be stimu- 
lated. 

Next in importance to the arrest of the convul- 
sions is the combined administration of morphine, 
chloral hydrate, and chloroform. These drugs calm 
the patient, cause sleep, and prevent spasm of the 
blood vessels. To reduce the concentration of the 
toxins in the blood, venesection and the introduction 
of fluid are beneficial. 

In the other care of the patient all causes of irri- 
tation must be removed. Light, noise, and manip- 
ulations must be avoided. Examinations should be 
done under chloroform. 

The narcotics Stroganoff administers in the fol- 
lowing order: 

At the beginning of the treatment a hypodermic 
injection of 14 gr. of morphine hydrochloride is 
given under chloroform and repeated after three 
hours. At the end of one hour 30 gr. of chloral 
hydrate in 200 to 250 c.cm. of saline solution are 
given by rectum or, if the patient is conscious, by 
mouth with roo c.cm. of milk. This is repeated in 
seven hours, thirteen hours, and twenty-one hours. 
It may be administered without chloroform if there 
have been no convulsions or prodromata for twelve 
hours. Thus the patient receives from 75 to 135 gr. 
of chloral hydrate and from % to 3% gr. of morphine 
in one day, together with 500 c.cm. of milk and 500 
c.cm. of saline solution. If forerunners of a convul- 
sion, such as increased headache, increased blood 
pressure, twitchings, and restlessness are evident, 
chloroform is indicated; the minimum dose is 1.0 
to 1.5 c.cm. 

If the patient has been free from convulsions for 
twenty-four hours and has not yet been delivered, 
she is given chloral hydrate every eight hours. The 
prognosis is favorable if convulsions do not appear 
for twelve hours, and much more favorable if they 
remain absent for twenty-four hours. 

Stroganoff reports 230 cases of eclampsia with 
four deaths of moribund patients, a mortality of 1.7 
per cent. There were no deaths in cases which had 
not been neglected. H. W. Fink, M.D. 


Brindeau: Fibromata Complicated by Pregnancy 
(Les fibromes compliqués de grossesse). Presse méd., 
Par., 1923, XXxi, 385. 


The author limits his study to fibromata com- 
plicated by pregnancy and does not take up their 
relation to parturition or the puerperium. Cases of 
fibroma complicated by pregnancy are relatively 
rare. In 1,000 of the author’s cases of fibroma 
larger than an egg this complication occurred in 
only eight. 
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The most common site of fibromata present during 
pregnancy is the body of the uterus. Usually they 
are subserous, occasionally interstitial, and very 
rarely submucous. As a rule they contain some 
fibrous tissue, but are made up for the most part of 
uterine muscle. The interstitial and submucous 
fibromata have the most marked growth because of 
the hypertrophy of the muscle containing them. 

The fibromata soften with the softening of the 
uterus and the pedunculated fibromata which fall 
into the pouch of Douglas frequently have the con- 
sistency of cysts. When a fibroma is situated in 
the fundus it rises with the uterus, but when it is 
situated at one of the horns, the uterus usually 
follows the tumor. Retroflexion of the uterus may 
be caused by a fibroma on its anterior surface or by 
traction or under-development when the fibroma is 
on the posterior wall. 

Degeneration of fibromata is much more common 
during pregnancy than at other times, the most 
common change being what the English call ‘‘red 
degeneration.”” When this has occurred the tumor 
is soft and usually yellowish-red. Microscopic ex 
amination of the muscle fibers shows zones of necro- 
biosis and marked fatty degeneration. 

The difficulties in the diagnosis are numerous 
In certain cases a tumor on the anterior wall of the 
uterus may seem to disappear during the course of 
pregnancy. Torsion of a pedicle or necrobiosis of a 
fibroma may cause such symptoms as pain, vomit- 
ing, or fever suggesting appendicitis, pyelonephritis, 
or ectopic pregnancy. Other complications may be 
caused by compression of the bladder, rectum, or 
ureters. 

If complications arise, no attempt at an explora- 
tory laparotomy should be made. In 60 per 
cent of the cases a single fibroma can be excised 
without interrupting the pregnancy. In cases of 
multiple submerged fibromata a subtotal hysterec- 
tomy should be performed. If the patient is at term 
nothing need be done unless labor is obstructed or 
there is elevation of the temperature. If the tem- 
perature rises, hysterectomy is indicated to prevent 
infection of the fibroma and the peritoneum. 

If the fibroma fills the pouch of Douglas a ce 
sarean section should be performed just before the 
beginning of labor. After delivery, a myomectomy 
should be done if possible; otherwise a hysterectomy. 

In twenty-seven cases operated upon by the 
author there was only one death and this was due 
to pneumonia. Of seven cases operated upon before 
term the pregnancy was interrupted in only one. 

Roscor Jerson, M.D. 


Brady, L.: A Clinical Study of Ectopic Pregnancy. 
Bull. Johns Hopkins Hosp., Balt., 1923, xxxiv, 152. 


The average age of fifty women operated upon for 
ectopic pregnancy at the Johns Hopkins Hospital, 
during the years from 1917 to 1922 was 26 years. 
The two oldest were 39 and 38 years of age and the 
two youngest 17 and 19 years. There were thirty- 
three white and seventeen colored women. As only 
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one colored patient is admitted to the hospital to 
three white patients, it is evident that ectopic ges- 
tation occurs somewhat more frequently among the 
negroes. 

The ectopic pregnancy was the first pregnancy in 
only six cases. A previous pelvic infection was ruled 
out positively in only seven cases (14 per cent). In 
twenty-four of the fifty cases there was a history of 
missed menstrual periods, usually one or two; the 
largest number missed was three. Irregular uterine 
bleeding had been present in thirty-seven cases and 
absent in thirteen. The duration of the metror- 
rhagia varied from a few days to five months; the 
average was one month. 

There was a history of pain in every case except 
two. In thirty-eight, the pain was severe, in ten 
slight. Fainting occurred in only three cases: two 
cases of tubal rupture and one case of tubal abortion. 
Vomiting occurred in nine (18 per cent). 

The average temperature was 99.4 degrees F. 
Nineteen patients had a temperature above 99 
degrees and six a temperature of 1o1 degrees or 
higher. In none of the cases was the temperature 
below 98 degrees. 

The average pulse rate was 104. Sixty-six per cent 
of the patients had a pulse rate above go. On ad- 
mission, the pulse rate of one woman was 150, that of 
two others 140, and that of six others 120. 

A striking change in the respiratory rate occurred 
in only one case, that of a woman in profound shock 
who, on admission, was breathing only six times to 
the minute. 

The leucocyte count averaged 11,000. In sixteen 
instances the count was above 10,000. The highest 
counts recorded were 25,000, 24,000, and 20,000. 
The average hemoglobin content was 61 per cent. 
In fourteen cases it was below 50 per cent; in seven, 
below 40 per cent; and in three, below 30 per cent 
(28, 27, and 24 per cent). The blood pressure was 
below r1o in nine cases. The low readings were 85 
systolic with 50 diastolic, and 75 systolic with 55 
diastolic. 

The general condition was recorded as good in 
fifteen cases, as fair in thirteen, as poor in five, and 
as critical in three. In the other histories there was 
no record on this point; presumably the women 
were in good or at least fair condition. 

In nine cases the abdomen was distended. Tender- 
ness was present in forty-two cases, but muscle 
spasm in only nine. Percussion revealed shifting 
dullness in the flanks in four cases. In no instance 
was there bluish discoloration of the umbilicus. 

Vaginal bleeding was present at the time of 
examination in twenty-seven cases. Pelvic tender- 
ness was present in all except seven. In thirty it 
was moderate, and in thirteen intense. 

In thirty-six cases (72 per cent) the correct diag- 
nosis was made before operation. 

The tube and ovary were removed in thirty cases, 
and the tube alone in nineteen cases. In the case 
of apical pregnancy only an exploratory laparotomy 
was done. 


The convalescence was uneventful in forty cases 
and stormy in ten. Abdominal distention occurred 
in six cases and prolonged vomiting in five. 

Twelve infusions and seven transfusions were 
given. Asa rule the infusions were not begun before 
the operation because it was thought that raising 
the blood pressure would cause further bleeding 
into the abdominal cavity. 

Only when blood crepitus was felt was the pelvic 
examination of much aid in determining whether the 
pregnancy had ruptured or not. The abdominal 
examination and the patient’s general condition and 
history were of greater importance. 

All of the patients made a complete recovery. 

On reviewing earlier records of the hospital it 
was found that an operation for ruptured extra- 
uterine pregnancy was performed in February, 1913. 
The sac contained a badly macerated fetus and 
roo c.cm. of very foul pus. Although abdominal 
and pelvic drainage were both used, the patient died 
of general peritonitis. Between February, 1913, and 
September, 1922, there were seventy-one consecu- 
tive successful operations. C. H. Davis, M.D. 


Forsyth, J. A. C.: A Case of Erosion of the Rectum 
by an Ectopic Placenta. Lancet, 1923, cciv, 795. 


The author reports a case of tubal abortion with 
erosion through the rectal wall. Considerable rectal 
bleeding occurred. At operation the ruptured tube 
with the mole was found in the pouch of Douglas. 
The mole contained a fetus a few millimeters long. 
The pouch of Douglas was closed and a temporary 
colostomy was made. The patient recovered. The 
colostomy was closed on the fifty-ninth day. 

Roscoe Jepson, M.D. 


LABOR AND ITS COMPLICATIONS 


Pouliot, L., and Truchard, J.: A Critical Review of 
Fifty-Three Cases of Rupture of the Uterus 
Following the Use of Hypophyseal Prepara- 
tions (Exam critique de cinquante-trois observa- 
tions de rupture utérine aprés emploi de prépara- 


tions hypophysaires). Rev. frang. de gynéc. et obst., 


1923, XViii, 145. 

From a review of fifty-three cases of rupture of 
the uterus following the use of hypophyseal prepa- 
rations, which were collected from the literature by 
Rucker and Haskell, the authors come to the con- 
clusion that pituitrin should be used only when the 
pelvis is normal, the longitudinally presented fetus 
is completely engaged, the cervix is soft, the lower 
segment is effaced, the uterine musculature is un- 
weakened by frequent pregnancies or ca#sarean 
section, and cardiac and renal complications are 
absent. 


Polak, J. O.: Dry Labor. Am. J. Obst. & (ynec., 
1923, V, 488. 
The author divides cases of dry labor into three 
classes. The first class are those in which rupture 
of the membranes occurs before labor begins. 
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When the soft parts are prepared, the head is in 
the brim, and the head and pelvis are presumably 
normal, nothing should be done as neither the child 
nor the mother suffers any injury from ruptured 
membranes so long as the mother is not inactive 
and the cervix is not infected by repeated vaginal 
examinations or manipulation. The egress of the 
fluid is more or less effectively blocked by the ball- 
valve action of the head. Spontaneous labor will 
usually occur in due time and should be well es- 
tablished before any adjunct to favor dilation is 
considered. Surgical interference is justifiable only 
in the cases of old primipare in which the life of the 
child is of paramount importance from a legal 
standpoint. 

The second class of cases of dry labor are those 
in which the membranes rupture at the beginning 
of labor, the cervix is undilated, the head or breech 
is engaged or engageable, and the pelvis is pre- 
sumably normal. The labor should be allowed to 
progress for several hours or until the pains are 
strong and regular before resort is had to measures 
to aid in the dilatation of the cervix. A careful 
examination should then be made to determine the 
condition of the cervix and the progress of the labor. 
If the cervix is thinned out, morphine, scopolamine, 
and time will almost always effect complete dilata- 
tion even when the external os is no larger than 2 
or 3 cm. On the other hand, if the cervical rim is 
thick and unyielding, the patient should be placed 
in the Sims position after proper surgical preparation 
of the vulvar orifice, the perineum retracted with a 
Sims speculum, and the vagina packed with boiled 
cotton batting moistened and wrung out in a weak 
solution of boroglyceride, one part to eight of 
sterile water. The tampon should be closely applied 
to the fornices and over the stretched cervix, and 
the vagina packed firmly. This will excite uterine 
contractions, keep the cervix in close apposition 
to the presenting part, soften the cervix, and smooth 
out the canal. A hypodermic of morphine, gr. %, 
and scopolamine, gr. 1/100, given at the completion 
of the packing, will give the patient rest between 
pains and relax the cervical spasm. In a few hours, 
dilation will be completed, the plug will be expelled, 
and the presenting part will be pushed down to the 
pelvic floor. Long experience has convinced the 
author that all the other methods of artificially 
dilating the cervix are inferior and fraught with 
greater danger. In the method described, dilation 
is obtained without trauma and secretions are not 
dammed up behind the plug as is the case when 
the bag is used. 

In the third class of cases of dry labor in which 
there is relative disproportion between the head and 
the pelvis, too much time must not be wasted on 
the management of the soft-part dystocia. Because 
of the interference with the feto-placental circula- 
tion and the cerebral pressure, the child’s chances 
re lessened materially by a prolonged and in- 
cfiectual test. If progressive advance is not demon- 
strated, the labor should not be permitted to con- 


tinue longer than twelve hours as the dangers of 
sepsis are constantly increasing and late operations 
are attended by a high mortality. It is in these 
cases that section is to be considered. As all dry 
labors are potentially infected, the classical opera- 
tion is not the procedure of choice. 

Epwarp L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Moeller, W.: Mechanical Ileus During the Puer- 
perium (Mechanischer Ileus im Wochenbett). 
Monatsschr. f. Geburtsh. u. Gynackol., 1922, lix, 273. 


It would appear that pregnancy, childbirth, and 
the puerperium are conditions favoring mechanical 
ileus, but this is not the case. The statistics collected 
by Essen-Moeller include only about 100 cases, and 
to these only ten more can be added from the li- 
terature. It is probable that in some cases the grow- 
ing uterus may stretch or even tear adhesions which 
were present before the pregnancy began. This 
assumption is supported by Moeller’s new case, in 
which a band extended from the right inguinal region 
and strangulaied the flexure at its base. 

Between the ages of 15 and 50 years, the woman’s 
period of child-bearing, ileus is considerably more 
common in man, especially the type due to bands 
and adhesions. This is the more remarkable for 
the reason that in this period and later, when the 
condition occurs with about equal frequency in both 
sexes, the morbidity of diseases of the gall-bladder 
and adnexa is greatest and gall-stones are consider- 
ably more common in the female than the male. The 
fact that of twelve females with ileus who were be- 
tween the ages of 15 and 50 years, seven had not 
passed through childbirth, again indicates that preg- 
nancy and childbirth prevent the development of 
band and adhesion ileus. RuceE (Z). 


Watson, B. P.: The Treatment of Puerperal Infec- 
tion; with a Discussion. Bril. M. J., 1923, i, 
505, 5tt. 

Although in recent years our conception of 
puerperal infection has undergone a marked change, 
old methods of treatment still persist. The author 
states that it is now time to realize that the genera] 
principles of pathology have a universal application 
and that the details of treatment founded upon 
them should require only slight modification to 
meet the different anatomical and physiological 
conditions present in any region of the body. 

Much has been learned during recent years 
regarding the mode of invasion of infective or- 
ganisms and their spread from a local focus such as 
the infected puerperal uterus. The organisms con- 
cerned principally in puerperal infections gain ready 
access to the blood stream but ordinarily do not 
survive. While the majority of infections of the 
puerperal uterus remain localized, in some cases 
extension occurs by continuity with a spreading 
inflammation of the mucosa which involves the 
tubes with or without pus formation. If the lymph 
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stream is invaded, a general peritonitis may develop, 
but as a rule an inflammatory reaction in the cellular 
tissue of the broad ligaments and tubes, a pelvic 
cellulitis, results. This may or may not go on to 
abscess formation, but nearly always remains 
localized in the pelvis. In some cases, however, 
thrombus formation and invasion of the general 
blood stream follows. 

After extrapelvic causes of fever in the puer- 
perium have been excluded, it is permissible to 
make a gentle bimanual examination. In an early 
case little will be found and further exploration 
may cause great injury. Curettage will disturb the 
raw surface and open new spaces for infection. As 
portions of placenta do little harm in such a uterus, 
the zeal with which efforts are sometimes made to 
reach them is often very injurious. Even the intra- 
uterine douche is contra-indicated. Recent ex- 
perience in the treatment of infected wounds has 
shown that the most important factor is free drain- 
age, and the fewer antiseptics and the less the inter- 
ference the better. In the infected uterus the cer- 
vical canal is always patulous and drainage is as- 
sured. It may be helped by placing the patient in 
Fowler’s position and administering such drugs as 
ergot, pituitrin, and quinine. An ice bag may be 
applied to the abdomen. A liquid diet should be 
given, the bowels kept open, and blood cultures 
made at intervals. 

The great majority of puerperal infections will 
respond to this form of treatment. If cellulitis 
develops, it will be evident in three or four days. 
\ pus tube will be noted a little later. If a pus sac 
localizes in the pelvis, it can be drained through the 
vagina. A pus tube should be removed only after 
the temperature has been normal for some time. 

In cases of true bacteraemia the results of intra 
venous therapy with magnesium sulphate, eusol, 
salvarsan, and sera have been found indifferent. 

H. W. Fink, M.D. 


Wagner, A.: The Use of Continuous Drip Irrigation 
in Puerperal Fever (Zur Anwendung der perma- 
nenten Tropfenirrigation beim  Puerperalfieber). 
Deutsche med. Wehuschr., 1922, xlviii, 1577. 

Continuous irrigation in puerperal fever should 
be more widely used by the general practitioner. In 
very severe cases with septic thrombophlebitis, 
etc., a marked effect cannot be expected, but in the 
many cases of puerperal wound intoxication and 
local infection of the perineum, vagina, portio, or 
endometrium this treatment is of great benefit. It 
is not intended, however, to take the place of 
operative procedures. 

Continuous irrigation is best carried out as drip 
irrigation by means of a Martin glass globe. For the 
disinfectant, the author prefers hydrogen peroxide, 
but states that aluminium acetate, boric acid, potas- 
sium permanganate, hypertonic salt solution, and 
Dakin’s solution are also effective. Strong dis- 
infectants are not desirable because of their irri- 
tating effect. As the result of the irrigation advo- 
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cated, the disagreeable odor ceases, the wound be- 
comes clean, the temperature falls, the chills cease. 
the pain decreases, and the general condition im. 
proves. Sonntac (Z). 


Nyulasy, A. J.: Puerperal Infection; Ligature or 
Excision of Veins. Med. J. Australia, 1923, i, 499. 


The author reports a remarkable recovery follow- 
ing ligation of the ovarian veins close to the pelvic 
wall in a case showing septic infection coming on 
with no evidence of thrombosis five weeks after 
delivery. The gcod results may have been due to: 
(1) occlusion of the veins preventing the escape of 
the poison from the uterus; (2) the cutting off of 
the lymphatics; or (3) a modification of the Bier 
congestion treatment. 

In three other cases ligation was probably done 
too late to obtain the best results. 

For all cases of puerperal infection in which there 
are no definite foci of infection and the uterus is 
clean, the author advises laparotomy with ligation 
of the ovarian veins, excision of thrombosed vessels 
or hysterectomy. 

Two cases of excision of the ovarian veins are 
reported. In one, which was diagnosed as appendi 
citis, the ovarian vein was found to be thrombosed 
ten days after delivery. The other was a case of 
frank puerperal septicaemia with streptococci in the 
blood; operation revealed a right salpingitis with 
thrombosis of the right ovarian vein. 

WILiiAM B. CampBe tt, M.D 


Baldwin, J. F.: The Surgical Treatment of Certain 
Puerperal Infections. Am. J. Obst. & Gynec. 
1923, V, 490. 

The class of cases considered in this discussion 
includes the infections of the pelvic veins. ‘Though 
the infection may enter at any point, a phlebitis 
of the veins of the broad ligaments may extend 
into all of the pelvic veins, but is most serious when 
it involves the ovarian veins since these discharge 
on the right side directly into the vena cava, and 
on the left side into the vena cava through the 
renal vein. If the involvement does not result in 
a purulent breaking down of the blood clot, resolu 
tion takes place with prompt amelioration of symp 
toms and recovery, as is seen so generally in that 
form of phlebitis so well known under the old name 
“milk leg” or ‘“‘phlegmasia alba dolens.’’ Ii in- 
fection takes place, the disease progresses and unless 
there is intervention, death is inevitable. 

In this type of infection the initial symptoms are 
identical with those of the less serious types, but do 
not subside. As a rule there will be repeated chills, 
wide excursions of temperature, much sweating, 
great prostration, rapidly developing anemia, and, 
if the clot breaks loose and goes to the heart, the 
usual symptoms of infected embolism. 

Vaginal examination reveals failure of normal 
involution of the uterus and marked tenderness 
on one or both sides or behind the cervix. Sooner 
or later a mass can be felt at one of these points. 
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This may be well marked, or may suggest a cord 
passing across. The author has never felt the worm- 
like mass mentioned by Williams. While in almost 
all cases a careful examination will give evidence of 
infected veins, it is possible that in some cases such 
veins may be out of reach and the diagnosis can 
be made only from the history and symptoms. 

The prognosis is practically hopeless unless the 
infection is of very limited extent. These cases 
are usually chronic, but occasionally a fulminant 
case appears in which death is inevitable. As in 
tuberculous meningitis, if the patient does not die, 
it is much more reasonable to assume that a mistake 
has been made in the diagnosis than that recovery 
has occurred. 

Baldwin’s statistics show forty-seven recoveries in 
sixty-seven cases. There can be no question as to 
the propriety of operative intervention or the 
great benefits to be expected from it. His death 
rate could easily have been made better by refusal to 
operate on several of the worse cases, and yet in one 
of the very worst a prompt recovery resulted. It 
is probable that several of the patients who died 
would have recovered if they had been operated 
upon earlier or subjected to a more radical operation. 

The technique used in all such cases consists in 
performing a panhysterectomy by the method de- 
scribed by him in a paper read before the American 
Association of Obstetricians and Gynecologists at 
Indianapolis in September, 1916. The operation 
should not consume more than thirty minutes. 

The author comes to the following conclusions: 

Without operative intervention, death occurs. In 
those rather rare cases in which the disease is 
limited practically to the ovarian veins, ligation of 
the veins above the thrombus is feasible, but the 
death rate, as shown by Miller, is not less than 60 
per cent. According to the outcome in sixty-seven 
cases the mortality of radical operation with free 
drainage of all the infected veins, and usually with 
hysterectomy, is a little less than 30 per cent or 
about one-half that of ligation. 

Puerperal infection is simply a wound infection 
and should be treated on general surgical principles. 
Ear specialists long ago learned the vital importance 
of cleaning out, with ligation if necessary, the 
thrombosed internal jugular vein in cases of lateral 
sinus infection due to disease of the mastoid; and 
there is certainly a striking similarity between an 
infected thrombus in the jugular vein and an in- 
fected thrombus in the veins of the pelvis. 

E. L. Corner, M.D. 


NEWBORN 
Bailey, H., and Bagg, H. J.: The Effects of Irradia- 


tion on Fetal Development. Am. J.Obst. & Gynec., 
1923, V, 461. 


Experiments upon the lower animals have shown 
that w hen the sex glands are sufficiently irradiated 
— fertilization the typical fetal reactions are as 
lollows: 


1. A disturbed, abnormal arrested development 
resulting in the formation of a monster conforming 
more or less to a general type, and pronounced dis- 
turbance in the development of the central nervous 
system (Bohn, Perthes, O. and G. Hertwig, Schaper, 
Tur Bordier, and Baldwin.) 

2. A marked tendency to a loss of fertility. 

3. A specific modification of the hereditary 
mechanism (Mavor) and the production of in- 
herited defects in the young, especially in the eyes 
(Little and Bagg). 

Irradiation during pregnancy causes the following 
typical disturbances in fetal development, depending 
upon the developmental period at which the irradia- 
tion was instituted: 

1. Disturbed, arrested, abnormal development 
with death of the embryo, absorption or abortion, 
stunting of growth, cataract, sterility, lesions of 
the central nervous system, and blood vascular dis- 
turbances in the embryo (Hippel and Pagenstecher, 
Regaud, Nogier, Lacassagne, and Coutard.) 

In judging clinical reports the authors conclude 
that when comparatively great disturbances resulted 
in the child, the irradiation was given early in 
pregnancy. Irradiation during early pregnancy 
may cause the death and premature delivery of the 
fetus. 

Irradiation during late pregnancy is not so apt to 
produce gross developmental abnormalities in the 
child at birth, but in some cases children irradiated 
in utero at this period were prematurely delivered, 
showed post-natal growth disturbances or died 
within the first year. Werner reported three cases 
in which retardation of growth resulted, and four 
in which the child died within the first year. 

The severity of the treatment as well as the period 
at which the irradiation was given no doubt deter- 
mines the reaction of the fetal tissues. 

The experimental evidence in the lower animals 
shows with great probability that irradiation injures 
the follicular elements of the ovary. ‘The first 
patient whose case is reported by the authors was 
suffering from Hodgkin’s disease and ten months 
before conception was heavily radiated with the 
X-rays. A male infant with an extensive develop- 
mental arrest in the formation of the head was 
born, and died a few hours after birth. The second 
patient, who was treated for a fibroid with gamma- 
ray radiation became pregnant eighteen months 
later. In this instance a large, still-born infant was 
delivered at term. In the last case, gamma-ray 
radiation was given from a platinum tube placed 
in the uterus. Conception occurred seven months 
later, and the child was apparently normal at 
birth. The authors state that their evidence is not 
sufficient to warrant attributing the developmental 
defect in the first case or the stillbirth in the second 
to the irradiation. 

In the treatment of menorrhagia in the child- 
bearing period complete sterility is preferable to 
the possibility of a damaged germ plasm. 

E. L. Cornett, M.D. 
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Sherman, D. H., and Lohnes, H. R.: Bleeding and 
Coagulation in the First Week of Life. JN. 
York State J. M., 1923, xxiii, 146. 


The authors emphasize the fact that too little 
consideration has been given in hemorrhagic birth 
accidents to possible blood abnormalities in the 
child. The immediate danger of birth hemorrhage 
ends with the first day, but its results may not 
appear until much later in life. At the Hooper 
Foundation, Lucas and his associates learned that 
the clotting and bleeding times, even in normal 
infants, are apt to vary considerably during the 
first ten days. Rhodda’s test shows that the average 
coagulation time of the newborn is from five to ten 
minutes. According to Duke’s test, it is from two 
to five minutes. 

At the Buffalo General Hospital, under the 
direction of Roman, the authors are beginning the 
study of the blood of infants by Rhodda’s method. 
The second drop from a puncture of the heel is 
caught in a clean watch glass containing No. 6 shot 
and this watch glass is covered with another. The 
glasses are then tilted every thirty seconds until the 
shot is fixed in the clot. The bleeding time is shown 
by the puncture. Observations were made daily for 
five days in too cases. In twelve cases the clotting 
was prolonged beyond nine minutes and in twenty- 
eight cases the bleeding time was more than five 
minutes. A large number of these showed slight 
prolongation on the second, third, and fourth days. 
{n two cases the bleeding continued for hours. In the 
only case of cerebral hemorrhage the bleeding time 
was ten minutes and the clotting time fifteen min- 
utes on the second day. The infant recovered com- 
pletely after the subcutaneous injection of 10 c.cm. 
of whole blood. 

The authors conclude from their work that in 
the newborn there is a definite blood dyscrasia 
which is characterized by interference with the 
normal blood clotting on the second or third day. 
This is no more frequent in premature than in mature 
infants. It is a temporary condition of hemophilia 
which subsides before the tenth day. It is present 
in 28 per cent of all infants; it varies in degree and is 
characterized by a prolonged bleeding time rather 
than a prolonged clotting time. The suggestion is 
made that the cause of hemorrhagic disease in the 
newhorn is a change in liver function due to the 
change in the circulation from the fetal to the 
mature. 

In conclusion the authors state that surgeons 
should insist upon a determination of the clotting 
and bleeding times before operating upon infants 
during the first ten days of life. 

Roscoe Jepson, M.D. 


Falls, F. H.: Blood Transfusion by the Citrate 
Method in Haemorrhages of the Newborn. /. 
Am. M. Ass., 1923, Ixxx, 678. 

This article reports the successful results following 
blood transfusion in fourteen cases of hemorrhage 
of the newborn, one of them complicated by icterus. 


The author states that grouping of the blood 
before transfusicn is unnecessary as hemagglutinins 
and precipitins are not developed in the child to any 
great extent before the second year of age. He 
suggests that, if the mother’s blood is used, a slight 
excess of citrate solution be employed because oj 
the greater tendency to coagulation in puerperal 
women. 

Striking improvement is shown after the trans. 
fusion of from 70 to too c.cm. of blood. This amount 
of blood is greater than that suggested by the 
majority of writers in discussing transfusion for 
very young infants. 

The author dissects out the jugular vein in the 
neck and ligates the vein after the transfusion. 

SUMNER L. Kocu, M.D. 


McDowell, H. C.: Postmortem Findings in the 
Newborn. NV. Vork State J. M., 1923, xxiii, 143. 


From the practice of Potter and himself the 
author reports the findings in thirty stillborn in- 
fants or those dying within ten days of delivery, 
All of these infants were delivered by version. ~ 

McDowell remarks on our lack of knowledge 
concerning the cause of stillbirths and emphasizes 
the importance of investigating at every opportu- 
nity. After an excellent résumé of the reports from 
several recognized maternity centers he mentions 
the various factors, maternal, fetal, cord, and 
placental, which contributed to stillbirths in his 
own series of cases. The autopsy findings are then 
taken up. The following pathologic conditions were 
found: suprarenal hemorrhages, ten cases; pul- 
monary hemorrhages, seven cases (two associated 
with pneumonia); kidney infarction, two cases; 
subdural hemorrhages, two cases; cerebral h:emor- 
rhage, three cases; meningeal injection, two cases; 
cerebral embolism (air), one case; pericardial and 
subperitoneal haemorrhages, two cases; congenital 
deficiency of the left diaphragm, the lungs, stomach, 
spleen, and bowel being in the chest, one case; 
intra-uterine asphyxia, five cases; birth injury 
(fractured skull), two cases; fracture of vertebra, 
one case; perforation of the skull, two cases; spina 
bifida, two cases; meningocele, one case; tearing of 
the tentorium cerebelli, four cases; hydronephrosis, 
one case; enlarged suprarenals, one case; hydro- 
cephalus, two cases; and haemorrhagic diathesis, 
two cases. 

A further grouping of these cases reveals that 
23'4 per cent showed pulmonary haemorrhages. 
These hemorrhages were not in themselves the 
cause of death. Among the direct causes were pro- 
lapse of the cord, premature separation of the 
placenta, and intra-uterine asphyxia due to pressure 
on the cord. In the author’s opinion, these h«mor- 
rhagic conditions are due to an increase in the clot- 
ting time of the blood caused by external pressure 
applied upon the fetus either through the cord or 
directly. Prolonged labor, by lowering the vitality 
of the fetus and causing continued pressure upon 
its body, undoubtedly favors hemorrhage. 
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In the cases of spina bifida, hydrocephalus, and 
other cranial abnormalities the author found changes 
in the glands of internal secretion. He believes 
there is a definite relationship between the develop- 
ment of the fetus and these glands. Pressure upon 
the body of the fetus may be as great as that upon 
its head. In the series of cases reviewed, syphilis 
was found in only one although three of the fetuses 
were macerated. 

In conclusion the author states that the chief 
causes of death are prolapse of the cord and placental 
complications, hemorrhagic conditions in the fetus 
(the result of cord complications accompanied by 
asphyxia neonatorium and placental complications), 
and abnormalities and infections of the fetus. 
Syphilis rarely causes fetal death. By decreasing 
the time required for the fetal head to pass through 
the pelvis, the author has reduced the cases of 
cerebral hemorrhage and eliminated mutilating 
operations upon the child. The number of birth 
injuries has been reduced by eliminating the use of 
forceps. The remaining problem is to find a method 
of decreasing the clotting time of the blood of the 
fetus. Roscoe Jepson, M.D. 


MISCELLANEOUS 


Dale, H. H.: The Value of Ergot in Obstetrical and 
Gynecological Practice: With Special Refer- 
ence to Its Present Position in the British 
Pharmacopeia. FProc. Roy. Soc. Med., Lond., 
1923, xvi, Sect. Obst. & Gynac., 1. 


The difference in the two commonly used prepara- 
tions of ergot in the British pharmacopceia, extract- 
um ergotz liquidum and extractum ergotz (or ergo- 
tine) depends on their preparation. The former is 
a watery extract made with the addition of alcohol 
which carries down the materials regarded as im- 
purities. The latter is an alcoholic extract from 
which an insoluble residue has been precipitated by 
the addition of water and removed. 


Tanret first isolated from ergot a pharmacolog- 
ically and therapeutically active substance named 
“ergotinine.” This included a pure crystalline and 
an amorphous alkaloid, which he considered iden- 
tical in their essential properties. 

Later workers demonstrated that the crystalline 
form is practically inert. Still later, crystalline salts 
were obtained from the substance formerly con- 
sidered amorphous. This latter substance, renamed 
“‘ergotoxine,”’ was considered the principle respon- 
sible for the specific therapeutic action of ergot. 

At that time, however, practitioners were using 
the preparations of the British pharmacopceia which 
had been freed of the ergotoxine. There was con- 
fusion as to the value of measuring the therapeutic 
strength of a liquid extract of ergot by its effect on 
the blood pressure of the cat or its action on isolated 
uterine muscle because the active principles of the 
substances measured were demonstrated to be the 
bases tyramine and histamine. 

A new alkaloid—‘ergotamine’’—was isolated 
from ergot by Stoll, a Swiss chemist. Laboratory 
tests have led to the belief that this is identical quali- 
tatively and quantitatively with “ergotoxine.” It is 
suggested that official extracts be so revised that 
they will retain these two alkaloids. 

Ergotinine citrate, “‘gynergen,’’ and “femergin”’ 
owe their activity to the specific alkaloids. A 
preparation called ‘‘ernutin” contains the specific 
alkaloids and the putrefactive bases as well. 

Since the war, the difficulty of obtaining ergot 
from Russia has resulted in the preparation of a 
product containing the non-specific bases but lack- 
ing the ergotoxine. 

The author suggests that the type of ergot action, 
and consequently the type of ergot preparation, 
desired in gynecology may differ from that needed 
in obstetrical procedures. In this discussion he 
shows how ill-defined is the position of ergot and its 
official extracts relative to its specific value and 
therapeutic action. V. E. Dupman, M.D. 
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Severn, A. G. M.: A Case of Acute Bilateral Supra- 
renal Hemorrhage. Lancet, 1923, cciv, 646. 


The case reported was that of a 59-year-old un- 
married woman with chronic melancholia who was 
a patient in the Devon Mental Hospital. During 
her three years’ residence in the hospital her general 
condition had been poor but she had never shown 
symptoms of definite illness. Routine medical ex- 
aminations had indicated slight arteriosclerosis and 
slight albuminuria. There were no signs of Addi- 
son’s disease or other tuberculous foci and none of 
the external sexual abnormalities associated by 
some observers with disease of the suprarenal glands. 

During the early part of the day of the attack 
reported the patient appeared well but late in the 
afternoon collapsed rather suddenly and became 
profoundly asthenic. Her condition then became 
worse and death occurred within three hours. 

At autopsy the body showed no cutaneous rash, 
bronzing, or pigmentation of the mucous membranes, 
and no macroscopic lesions were found in the ab- 
dominal cavity. As far as was ascertained, the 
sympathetic ganglia and the other endocrine organs 
were normal, with the exception of the spleen, 
which was pultaceous and pale. The kidneys showed 
slight interstitial changes. In the region of the 
pancreas there was hemorrhagic staining of the 
retroperitoneal tissue, but on section the pancreas 
was found normal. 

The suprarenal bodies were both distended to the 
size of a hen’s egg, oval, dark-red, free from adhe- 
sions, separated readily from the kidneys, and 
showed no signs of tuberculous disease or neoplasm. 
The right suprarenal weighed 37 gm., and the left 
slightly less. There was no pus or necrotic tissue 
and no evidence of old inflammation. On section, 
the cortex was seen to be thinned and the gland dis- 
tended with unorganized blood clot. The medullary 
chromaffin cells had been destroyed. The hzemor- 
rhage had evidently begun in the medullary tissue 
and may have coincided with the first syncope. 

Microscopic examination of both suprarenal 
glands showed recent hemorrhage in the medulla 
causing complete disorganization of the cells and 
infiltrating the thin cortical layer. Sections were 
stained for micro-organisms without result, and 
Gram’s staining also showed no evidence of bacteria. 

Car R. STEINKE, M.D. 


Thomson-Walker, J.: Remarks on Pyelography. 
Arch. Radiol. & Electrotherapy, 1923, xxvii, 334. 


The early and accurate diagnosis of many diseases 
of the urinary organs depends upon the advances 
made in roentgenology. 


The author has used sodium bromide constantly 
since April, 1920. Its advantages are that it js 
cheap, unchanged by boiling, clean, and probably 
non-irritating, especially in 20 per cent solution. ~ 

The important points in the technique of pyelog- 
raphy are as follows: 

t. The examination must be carried out without 
a general anesthetic. 

2. Previous experience in catheterization of the 
ureters is necessary. 

3. Before the opaque solution is introduced the 
fluid in the renal pelvis must be withdrawn by 
suction with a syringe connected with the ureteral 
catheter. The injection of an opaque fluid into a 
pool of retained urine gives a poor shadow. 

4. The opaque catheters should be of moderate 
size so that they will not completely fill the ureteral 
lumen. 

5. The catheter should be passed until it is 
arrested and then withdrawn 1 cm. 

6. The patient should lie on his back and the 
couch should be inclined so that his head is low. 

7. The roentgenologist should have the plates 
and tubes in position before the pelvis is filled, and 
should be ready to make the exposure without 
moving the patient and without delay. 

8. The injection should be made slowly and with 
a gentle touch. 

9g. When pain is felt in the kidney the injection 
should be stopped. 

1o. When the exposure has been made, the fluid 
should be removed from the renal pelvis by suction. 

The fully-developed hydronephrosis may be 
diagnosed without pyelography, but it is of great 
importance to recognize early changes before 
destruction of the kidney tissues is advanced, and 
this can be done only by accurate reading of the 
pyelographic plates. : 

The five essentials for the correct reading of a 
pyelographic plate are: 

1. The shape and lie of the pelvis. The normal 
pelvis is trumpet-shaped and set vertically on the 
upper end of the ureter. From it, the calices pro- 
ject laterally and anteroposteriorly. 

2. The shape and appearance of the calices. 
The normal calyx has a short neck and an expanded 
end which is cup-shaped. In the hollow of the cup 
lies the apex of the pyramid. Calices seen end-on 
appear as rounded darker patches near the outer 
border of the shadow of the pelvis. Usually, most 
of the calices are seen projecting laterally. Occas- 
ionally a number of end-on calices are shown and 
may suggest stone shadows. 

3. An opaque catheter passes from the ureter 
into the upper calyx vertically or with a slight out- 
ward curve. 
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4. The upper ureter, the lower margin of the 
renal pelvis, and the lowest calyx form a symmetri- 
cal curve amounting to half a circle. This the 
author calls the “uretero-calicine curve.” 

5. The expansion of the ureter into the renal 
pelvis is gradual and there is nothing to mark the 
point of juncture. ; 

The earliest changes in the development of 
hydronephrosis occur in the calices. The cup end 
of a calyx becomes rounded or clubbed so that the 
cupping disappears. The neck is shortened or 
broadened. In advanced hydronephrosis the calices 
are represented by rounded bays projecting from 
the expanded pelvis. 

The pelvis begins to show changes in shape, 
becoming rounded and sometimes almost square. 
The upper margin is elevated and the lower margin 
is depressed. The over-distended normal renal 
pelvis should not ke mistaken for an early hydro- 
nephrosis. 

The uretero-calicine curve loses its symmetry 
and becomes an angle. The angle becomes grad- 
ually reduced in size until ultimately it almost dis- 
appears. 

The upper wall of the pelvis is pushed upward 
and the line of the ureter and upper calyx is changed. 
\ catheter passed up the ureter will not enter the 
upper calyx, but will impinge on the roof of the 
pelvis, raising it up like a tent pole, or may coil 
round and double into a loop. 

Changes at the juncture of the pelvis and ureter 
are then observed. The lumen may appear 
narrowed or the angle at which the ureter joins the 
pelvis may be altered. 

Other uses for pyelography and ureterography 
are the following: 

1. The localization of a supposed stone shadow 
in the kidney: Pyelography will increase the ac- 
curacy of the localization. 

2. The localization of a shadow in the renal area: 
With the greatly improved technique of roent- 
genography a new difficulty for the urinary surgeon 
has arisen as gall-stones are now being demonstrated 
on the X-ray plate and shown in the renal area or 
near to it. Pyelography will demonstrate the exact 
position of the renal pelvis and calices and their 
relation to a shadow in such a doubtful case. If 
the shadow does not lie over that of the renal pelvis 
or calices, it is probably due to an extra-renal 
cause. Another method of differentiating gall-stone 
shadows is lateral roentgenography and later pyelo- 
graphy. 

3. The diagnosis of abdominal tumors: The 
cases in which difficulty arises are those in which 
there are no localizing characters (such as a notch) 
or localizing symptoms (such as hematuria or 
jaundice). The renal pelvis and calices may be 
shown to lie at a distance from the swelling. The 
following occurred in the author’s practice: (1) 
amass of abdominal glands in a child; (2) hydatid 
cysts attached to the liver; and (3) rectoperitoneal 
sarcoma, Louis Gross, M.D. 


O’Neil, R. F.: The Importance of Pyelography in 


Recognizing the Causes of Obscure Abdominal 
Symptoms. Boston M. & S.J., 1923, clxxxviii, 671. 


Pyelography and ureterography are extremely 
accurate means of diagnosing and excluding lesions 
of the urinary tract. In some lesions of the urinary 
tract the symptoms may be typical and suggestive 
of their location but in others they may suggest a 
lesion remote from the parts involved. 

In cases of supposed renal colic it is necessary to 
exclude appendicitis, calculus, ureteral kink, and 
renal torsion. When the urine is normal and the 
roentgenogram inconclusive, the use of the opaque 
catheter or pyelography and ureterography are in- 
dicated. 

The differential diagnosis of lesions of the upper 
abdomen is equally important. Pain may occur in 
either quadrant and the physical examination may 
be negative or misleading. The conditions to be 
differentiated are distention of the gall-bladder, 
mesenteric cyst, renal lesions, intra- and retro- 
peritoneal growths, and pelvic tumors. 

Pyelography is a hospital procedure and the 
patient should be kept quiet for several hours after 
the examination. The contrast medium is 12.5 per 
cent sodium iodide solution. The fluid is injected 
slowly by the gravity method and the injections 
should be stopped at the first sign of discomfort. 
Simultaneous bilateral pyelography is to be con- 
demned, especially if the kidneys are known to be 
damaged. The picture should include a uretero- 
gram made by withdrawing the catheter and inject- 
ing the ureter. 

Pyelography is contra-indicated in tuberculosis. 
acute urinary infections, and large hydronephrosis 
in which the diagnosis can be made from ordinary 
catheterization of the ureter; also in the cases of 
persons whose general condition is poor and those 
who react violently to instrumentation. 

Louis NEUWELT, M.D. 


Dyke, S. C.: On the Passage of the Staphylococcus 
Aureus Through the Kidney of the Rabbit. J. 
Path. & Bacteriol., 1923, xxvi, 164. 


The author gives the history of the study of the 
subject from the investigations of Cohnheim in 
1882 to the present time. Before Cotton’s ex- 
periments with the staphylococcus aureus in 1895 
it was generally believed that bacteria are never 
excreted through a normal kidney. In 1896 Biedl 
and Kraus found that the staphylococcus injected 
into the blood appeared in the urine in a few minutes. 
Vincenzi in 1909 made almost the same finding with 
regard to the bacillus coli as he discovered the 
bacteria in the glomeruli and Bowman’s capsules. 
In 1921, Lepper, using coliform bacteria, found that 
in the absence of lesions in the kidneys the organ- 
isms did not appear in the urine and that the initial 
lesion was a bacillary embolism of the capillary 
vessels of the papilla. 

In Dyke’s experiments on rabbits the cocci in- 
jected into the blood stream did not appear in the 
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urine in any instance in less than five hours and 
could be demonstrated in the kidneys only when 
the organs were removed from the experimental 
animals and incubated within five hours of the 
injection. In kidneys removed fifteen minutes after 
the injection, the cocci were detected in the glome- 
ruli, the capillaries of the tuft were engorged, and 
small coccal emboli were seen. Dyke concluded 
that destruction of cocci by phagocytosis occurred 
in the glomerular tufts. In kidneys fixed after 
eighteen hours he discovered abscesses which had 
their origin in the vessels and involved the tubules 
subsequently. Later, specimens showed abscesses in 
the medulla as wellas thecortex. In kidneys removed 
forty-eight hours after the injection, an abscess was 
demonstrated in the glomerulus still bounded by 
Bowman’s capsule. 

Dyke concludes that normal kidneys are not 
capable of excreting living organisms circulating in 
the blood. He believes that in his experiments 
renal lesions were present as soon as the cocci were 
demonstrated in the kidney but were not sufficiently 
gross to be demonstrated until after the lapse of 
eighteen hours. These lesions he attributes to the 
lodgment of coccal emboli in the small vessels. 

B. F. Rotter, M.D. 


Magoun, J. A. H., Jr.: Renal Function Following 
Nephrotomy. Surg., Gynec. & Obst., 1923, xxxvi, 
675. 

In four of twenty-one cases of complete nephrot- 
omy performed at the Mayo Clinic for various 
conditions and in two of 150 cases in which a 
nephrolithotomy had been performed a secondary 
nephrectomy was necessary on account of hemor- 
rhage. 

Experiments on animals were carried out by the 
author to determine the amount of destruction and 
the consequent lowering of renal efficiency resulting 
from nephrotomy wounds. Four series of experi- 
ments were conducted; (1) bilateral nephrotomy at 
one operation; (2) bilateral nephrotomy with an 
interval between the two operations; (3) the re- 
moval of one kidney and a subsequent nephrotomy 
on the remaining kidney; and (4) unilateral nephrot- 
omy and removal of the other kidney later. 

Twenty-six nephrotomies were performed on 
twenty-three dogs. Stones were formed in four of the 
dogs; hemorrhage occurred in three (secondary in 
two and consecutive in one); uremia developed in 
seven (associated with hemorrhage in two, and with 
stones in one); a temporary change in function 
with return to normal was noted in nine; a slight 
change in function occurred in five; a moderate 
change in function occurred in two; and a marked 
change in function occurred in seven. 

The author draws the following conclusions: 

1. The arrangement of the arteries of the kidney 
is different in man and the dog. 

2. In the dog, complete nephrotomy, bilateral 
or unilateral, may be performed with maintenance 
of life and renal function. A single kidney subjected 


to nephrolithotomy will maintain sufficient function 
to support life and health. 

3. Aserious danger of complete section of the kid- 
ney is secondary hemorrhage. Smaller iucisijons 
may be made into the kidney to remove a stone 
with small risk of secondary bleeding. 

4. Generally, pelviotomy is the operation of choice 
in the treatment of renal calculi; in selected cases. 
however, nephrolithotomy is indicated. 


Crosbie, A. H.: Kinks of the Ureter Due to Aberrant 
Vessels. Boston M. & S. J., 1923, clxxxviii, 678. 


Any vessel crossing the ureter to the lower renal 
pole may cause obstruction. Vessels coming from 
the renal vessels or the aorta and vena cava lie 
anterior to the ureter and may cause obstruction 
close to the ureteropelvic juncture. If the kidney is 
in the normal position, they are harmless. 

Aberrant vessels are responsible not only for 
many cases of Dietl’s crisis, but also for recurrent 
pyelonephritis, chronic hydronephrosis without 
crises, hematuria, and bacilluria. Obstruction to 
the free flow of urine leads to infection. 

The symptoms caused by kinks produced by aber- 
rant vessels vary according to the acuteness of the 
obstruction and the amount of infection. In some 
cases only frequency may be present and there may 
be no pain higher than the bladder. There may or 
may not be pain on the side affected, and frequency 
may or may not be noted. The urine may give a 
clue or appear normal, but sedimentation usually 
reveals a few erythrocytes and leucocytes or both. 
Severe cases with very acute colic and a paipable 
hydronephrosis are easily diagnosed. The more 
complete the obstruction of the ureter, the more 
quickly the kidney ceases to excrete. 

The pathologic changes may be very slight or 
show all degrees of hydronephrosis and pyonephrosis. 

The diagnosis is usually made from the pyelogram, 
but may be suggested by the history and symptoms. 
The technique used by the author is as follows: 

Both ureters are catheterized, the catheter being 
passed to the renal pelvis. Pyelograms are made 
with the patient holding his breath. A second 
pyelogram is then made with the catheter with- 
drawn a few centimeters below the renal pelvis, 
thereby revealing the presence of a kink. Three 
or four cubic centimeters of solution are injected 
just before the pyelograms are taken. 

The treatment is operative. The free oblique 
incision used for nephrectomy is employed in order 
to expose the pelvis and ureter freely. If there is 
no hydronephrosis and not much infection, the 
aberrant vessel is divided and nephropexy is done. 
If a large hydronephrosis is present, nephrostomy 
is done after the vessel is cut, and rubber-tube 
drainage through the kidney substance to the pelvis 
is maintained for a week. The operation should 
always be preceded by pyelography. Judgment 
should be used in cutting large vessels going to 
the lower renal pole as this may cause renal necrosis. 

Louts NEuwE Lt, M.D. 
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Thomas, G. J.: The Diagnosis and Treatment of 
Ureteral Calculi. Minnesota Med., 1923, vi, 226. 


Clinical observation and animal experimentation 
demonstrate that infection plays a major réle in 
the production of renal stone. The author reports 
a study of the history and clinical findings in fifty 
cases of ureteral stones. Infection was present in 
73 per cent. In 70 per cent there was infection in 
the teeth, tonsils, and sinuses. Seventy to seventy- 
five per cent of renal stones pass from the kidney. 
In about 40 per cent of the cases the stones are 
found in the right ureter, in 30 per cent in the left 
ureter, and in 10 per cent in both ureters. Stones 
are found in males three times as often as in females. 
Eighty per cent of stones found in the ureter are 
within the lower third, a few in the middle third, 
and 15 per cent in the uretero-pelvic juncture. 

Vesical irritability is noticed at some time during 
the passage of a ureteral stone in about 80 per cent 
of the cases. This is fortunate, as the sign frequently 
assists in the differential diagnosis from other ab- 
dominal or pelvic conditions. If a stone com- 
pletely obstructs the ureter, vesical irritability is 
not frequent unless the obstruction is in the bladder 
section of the ureter. There is more complaint of 
frequency of urination than of burning. The diag- 
nosis is often difficult and depends upon a series of 
findings such as pain, vesical irritability, positive 
X-ray findings, a positive pyelo-ureterogram, ob- 
struction to the ureteral catheter, and positive 
findings on bimanual palpation. 

The author emphasizes particularly that ureteral 
stone should be thought of in every case of ab- 
dominal pain although not all ureteral calculi cause 
pain in their passage. Differential functional tests 
do not indicate the true function of a kidney which 
has been temporarily damaged by the presence of 
a ureteral stone. 

A calculus may remain in the ureter for months 
without causing pain or permanent damage to the 
kidney. Ninety to 95 per cent of ureteral stones 
pass spontaneously or can be removed by manipu- 
lation. A permanent ureteral catheter produces 
dilatation, relieves pain, and facilitates the easy 
and quick passage of a ureteral stone. After-treat- 
ment which includes the removal of all foci of 
infection, lavage of the kidney pelvis, etc., is im- 
portant and should be carefully and thoroughly car- 
ried out because infection is one of the etiological 
factors in the production of ureteral stone. If a 
patient comes from a locality in which the number 
of cases of urinary stones is large, the drinking 
water should be boiled. 

HARRY W. PLAGGEMEIER, M.D. 


Walters, W.: Surgical Treatment of the Ureter in 
Tuberculosis of the Kidney. Minnesota Med., 
1923, Vl, 307. 

The ureter which is involved in the tuberculous 
process infecting the kidney is often the source 
of post-nephrectomy drainage. In cases in which 
the ureter is strictured close to the bladder, it is 
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essential that it be removed below the point of 
narrowing at the time of nephrectomy. 

Various methods have been employed to dispose 
of non-strictured ureters, such as ligation and cau- 
tery sterilization of the stump. Judd ligates the 
ureter and threads the stump into a rubber tube, 
thus isolating any infectious drainage and allowing 
the wound to heal by first intention. 

In a study of the end-results in 282 patients who 
had been nephrectomized for renal tuberculosis it 
was found that compression of the stem of the ureter, 
ligation of the ureter with catgut, and cauterization 
of the stump gave the best results. In 48 per cent of 
the cases there was primary union before the patient 
was dismissed from observation. 

The forceps method (sealing the cut end of the 
ureter for from forty-eight to seventy-two hcurs 
with two pairs of forceps on the renal pedicle) gave 
only fair results. In the majority of these cases the 
forceps were used to control the vascular pedicle of 
the kidney, and the ureter was caught in the same 
closure. This method was used only in emergency 
because of a short pedicle. 

Suturing the ureter to the skin incision was also 
unsatisfactory. W. J. Mayo removes all strictured 
ureters to a point below the stricture. In other cases, 
he clamps the ureter with a hemostat, divides it 
with the cautery, and drops it back without a liga- 
ture, which he believes might act as a foreign body. 
After thorough hemostasis, the incision is closed 
without drainage. 


BLADDER, URETHRA, AND PENIS 


Legueu and Rochet: Perivesical and Pelvic Cellu- 
litis After Certain Cystostomies or Suprapubic 
Prostatectomies (Les cellulites périvésicales et 
pelviennes aprés certaines cystostomies ou pros- 
tatectomies sus-pubiennes). J. d’urol. méd. et chir., 
1923, XIV, I. 


Suprapubic cystostomy is today usually without 


complications. In this article the authors discuss 
cases of long-standing urinary infections, expecially 
those associated with prostatic disturbances which 
have been subjected to cystostomy. In rare cases 
local or even general complications may follow a 
suprapubic operation, especially when the vesical 
opening cicatrizes slowly. A prolonged retropubic 
urinary stagnation develops with pocket formation. 
Vesical and hypogastric drainage usually clears this 
up, but sometimes the infiltration increases, spreads 
around the base of the bladder into the retropubic 
space and from there extends along the abdomi- 
nal wall near the inguinal canal or penetrates the 
iliac fossa. 

Usually it descends into the true pelvis and points 
out through the obturator foramen under the ad- 
ductor muscles of the thigh. It may erode the pos- 
terior surface of the pubis and cause osteomyelitis. 
In one case observed by the authors there was a 
true symphysis arthritis. Pressure on the soft parts 
over the pubis becomes very painful, and eventually, 
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when the infection has passed into the thigh ad- 
ductors, permanent thigh flexion and adduction re- 
sult. Pressure on the adductors at the pelvic end 
supervene and 


is painful. General 
septicemia begins. 

A second type of complication, which does not 
depend on such infiltration, occurs a long time after 
the cystostomy when only a small fistula remains. In 
such cases sounding is no longer done and there 
can be no ulceration from an inlying catheter be- 
cause it has been removed. However, small abscesses 
develop slowly, there is slight fever, and the general 
condition is poor. The abscesses may point at the 
vesical opening, the iliac fossa, the abdominal mus- 
cles, the pelvis, or the perineum. Following the 
drainage of one abscess new points of infection and 
abscess develop and the condition becomes aggra- 
vated. Pelvic cellulitis follows, the abscesses spread 
to the liver, and death results from septicaemia. 

Several hypotheses are advanced to explain this 
condition. The infection probably comes from a 
slowly developing low prostatic abscess, an abscess 
within the bladder walls, or a chronically infected 
prostatic urethra. 

The authors believe that in old prostatic cases in 
which there have been multiple explorations and 
soundings the deep urethra and the bladder mucosa 
may be the sites of chronic ulcerative infection. 
Under such circumstances the infection is easily 
transmitted to the lymphatics of the bladder and 
prostatic urethra, this leading to the formation of 
the multiple and sometimes distant abscesses men- 
tioned. When the pelvis has been dissected by the 
abscesses, pyemia results. 

Hypogastric infiltration and pelvic cellulitis are 
also encountered after prostatectomy but very few 
such cases have been reported. The authors saw 
only three in more than 1,000 cases of prosta- 
tectomy. These inflammations are exactly like 
those following cystostomy and are caused by the 
same mechanism. They are more apt to develop 
after prostatectomy than after cystostomy onaccount 
of the larger opening into the bladder and the greater 
amount of trauma in the former operation. Pelvic 
cellulitis spreads from the poorly drained and infect- 
ed bed from which the prostate was removed. In 
one case in which a prostate as large as a woman's 
fist was removed, infection of the prostatic pocket 
followed, and in spite of perineal drainage of the 
bladder, progressed, extended to the liver, and 
caused death. 

After partial cystectomy, especially for malignant 
tumors and near the bladder base, these complica 
tions are frequent and easily explained. When the 
bladder is amputated in the juxta-cervical portion, 
the infected urine easily stagnates in the operative 
field and behind the bony ring of the pelvis, in 
spite of the approximation of the wall by sutures 
and the use of a large suprapubic drain. Hypo- 
gastric infiltrations and pelvic cellulitis are favored. 

The following rules with regard to the suprapubic 
incision have been generally accepted: 


symptoms 


t. In uncovering the bladder do not free it just 
behind the pubis, and in pressing back the peritoneal 
cul-de-sac keep below the superior border of the 
pubis. In this way perivesical and _prevesical 
cellulitis may be prevented. 

2. Do not extend the bladder incision too low 
into the vesical neck, as this would give the urine 
an opportunity to stagnate behind the symphysis. 

In making a true cystostomy to form a fistula, 
the lips of the bladder opening should be sutured to 
the skin or, in the cases of fat patients, to the internal 
borders of the rectus. In a prostatectomy, if the 
gland is very large, the bladder incision should be 
enlarged transversely rather than toward the neck. 
The bladder wall may be sutured to the muscles to 
serve as a guide for the entering fingers. The 
enucleation of the prostate must be done firmly but 
gently and without tearing the bladder or leaving 
fragments of the gland. After the gland is removed 
its site should be tamponed and the bladder wall 
closed around a Freyer tube. 

If signs of infection appear, especially unexplained 
fever, it is best to insert perineal drainage to the 
lateral sides of the bladder, not directly in the 
midline. All other abscesses should be drained as 
early as possible wherever they point. 

KELLOGG SPEED, M.D. 


Hyman, A.: Diverticula of the Bladder in Children. 
J. Urol., 1923, ix, 431. 


Diverticula of the bladder are not unusual in 
adults but only three cases of this condition in chil- 
dren under 10 years of age have been reported in 
the last seventeen years although these pouches are 
generally considered to be congenital. The true 
diverticulum comprises all the coats of the bladder, 
while the false includes only the mucous membrane 
One school maintains that the condition is congeni- 
tal, another that it is acquired, and another that there 
is always a congenital predisposition to its develop- 
ment. The contributory factors are increased dis- 
tention or activity of the bladder musculature. 

The diverticula may be single or multiple. They 
range in size from that of a small plum to that of 
an orange, and are most serious when they com- 
promise the ureter. The cases are not usual!y seen 
until urinary infection supervenes. All of the cases 
studied showed residual urine and pyuria. Diag 
nostic signs are acute retention, hematuria, pyuria. 
residual urine, and distention of the bladder, but 
for a definite diagnosis the cystoscope and cysto- 
gram are essential. 

The prognosis is good and the mortality is low. 
Non-surgical methods of treatment are useless; for 
a cure, radical extirpaticn of the sac is necessary. 
When the ureter has been occluded it must be 
divided and re-implanted. 

The author reports three cases treated at the 
Mount Sinai Hospital, those of male children 0'2 
years, 9 months, and 3 years old. All were cured 
by operation. In every instance it was neccssary 
to re-implant the ureter. B. F. Rotrer, MP) 
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Culver, H., and Forster, N. K.: Primary Carcinoma 
of the Urethra. Surg., Gynec. & Obst., 1923, xxxvi, 
473 

The authors report three cases of primary car- 
cinoma of the urethra, two those of females. Venot 
and Parcelier classify carcinomata of the female 
urethra as follows: 

I. True urethral carcinomata: 

a. The ulcerous type. This is rare, only three 
cases being recorded. 

b. The infiltrative type. This is somewhat more 
common than the ulcerous type but Percy found 
only sixteen cases in 1903, Karaki found only nine- 
teen in 1908, and Whitehouse collected only eleven 
in IQII. 

II. Vulvo-urethra! carcinomata: 

a. The polypoid or papillary type. About fifteen 
cases have been reported. 

b. The ulcerous type. The neoplasm begins at 
the meatus or its vicinity and hollows out and de- 
stroys all the neighboring tissues. Seven cases of 
this type have been found in the literature. 

c. The infiltrative type. This is the most com- 
mon type, and usually begins as a small meatal 
tumor which soon invades the vestibule, the urethro- 
vagina! septum, and the surrounding structures. 

The same classification, with suitable alterations, 
may be applied to the male, the true urethral 
types of carcinoma arising from the urethral 
epithelium or its glands and being of an ulcerous or 
infiltrative character, and the para-urethral types 
arising from the epithelium surrounding the meatus 
and involving the urethra secondarily. The latter 


may be ulcerous, as in malignancy following chan- 
croidal infection, or infiltrative, spreading from the 
glands or the surrounding structures and involving 


the urethra gradually. Finally there are cases 
resulting {rom the malignant degeneration of papil- 
lomata in the region of the meatus. 

Histopathologically the neoplasms are squamous, 
cllumnar. or adenocarcinomatous in type. The 
latter is the most uncommon. As is true of malig- 
nant tumors elsewhere in the body, the direct cause 
isunknown. Reports indicate that the incidence in 
both sexes is greatest between the ages of 40 and 60 
years. Leuccplakia has been considered of im- 
portance by some authors. Caruncle as a fore- 
runner is undoubtedly of considerable consequence, 
although mentioned in only about ro per cent of the 
case reports in the literature. Especially does this 
seem to be true in cases subjected to frequent 
cauterization causing chronic irritation. Stricture 
and chronic urethritis in the female are not generally 
considered of importance. Trauma and _ predis- 
Position are given considerable weight by the 
majority of authors. O’Neil gives the predisposing 
causes in the male as trauma, leucoplakia from 
chronic urethral irritation, and stricture formation. 
lhe latter is present in 50 per cent of the cases. 
O'Neil believes that in the majority of instances the 
lesion arises from the bulbous urethra, which is the 
most common site of stricture formation. 


There are two recognized methods of treatment, 
operative procedures and treatment by physical 
agents such as radium and mesothorium. Aside 
from the cases in which an extensive operation was 
done, the surgical treatment of urethral cancer has 
been attended by almost no postoperative mortality. 

With respect to the use of radium and mesothor- 
ium the authors state that in inoperable cases this 
method of treatment is the method of choice. In 
the few reported cases in which these agents have 
been used they have been of benefit. Surgery com- 
bined with the use of radium has also been effective 
in some cases. 

In operable cases it seems logical to use both 
surgical measures and radium or massive doses of 
the X-ray. Just what results might be obtained 
from the use of surgical diathermy combined with 
the after-use of heavy doses of the X-ray is a 
problem for the future. 

The prognosis in these cases depends apparently 
on the stage at which the patient seeks treatment 
as well as the associated pathology which may be 
present. In any event it must be considered grave, 
for when once the tumors have become established 
they usually evolve very rapidly and the danger 
of recurrence following operative procedures is 
great. Consequently the earlier the cases are seen 
and treated the better the chances for recovery. 
provided recourse is had to the proper surgical 
procedures followed by the judicious use of the X- 
ray or radium. H. W. Praccemeter, M.D. 


GENITAL ORGANS 


Landau, H.: Vasectomy as a Method of Treating 
Prostatic Hypertrophy (Ueber die Vasektomie 
als Behandlungsmethode der Prostatahypertrophie). 
Klin. Wcehnschr., 1923, ii, 255. 

Since Haberer, in 1921, reintroduced vasectomy 
for the treatment of prostatic hypertrophy or as a 
preliminary measure, this operation has been per- 
formed in the surgical clinic of the Charité Hospital 
(Hildebrand) in twenty-six cases. In sixteen its 
results were good, but in ten it was unsuccessful. 

Of particular importance is the fact that when 
the radical operation is contra-indicated, vasectomy 
followed by the use of the retention catheter for 
from four to six weeks sometimes relieves the symp- 
toms for a considerable length of time, the ability 
to urinate spontaneously being regained for several 
months. Von HorrMann (Z). 


Young, H. H.: Prostatectomy: Pre-Operative, 
Operative, and Postoperative Treatment. Surz., 
Gynec. & Obst., 1923, Xxxvi, 580. 

PRE-OPERATIVE TREATMENT 
In Young’s opinion pre-operative treatment has 
been the chief factor in reducing the mortality of 
prostatectomy. Preliminary drainage is indicated 
unless the amount of residual urine is small and the 
kidney function and general condition are good. 

Young emphasizes also the importance of injecting 








268 


large quantities of water during the pre-operative 
treatment. To determine the renal function he has 
used the phenolsulphonephthalein test since it was 
introduced by Geraghty and Rountree. He finds 
that during thorough pre-operative preparation for 
prostatectomy the phthalein output gradually in- 
creases to a stationery level. The blood chemistry 
is also studied in every case. 

The situation with regard to the kidneys is 
summarized as follows: 

1. Renal impairment is proportional (roughly) 
to the back pressure in the ureters. 

2. This is characterized by dilatation of the 
ureter, the pelvis, and the calyces, and thinning of 
the renal cortex. 

3. It is most common and most pronounced in 
patients with a large quantity of residual urine who 
have not been catheterized. 

4. It is less pronounced in cases with a large 
quantity of residual urine in which intermittent 
catheterization has been done. 

5. Marked impairment may occur when there is 
less than 400 c.cm. of residual urine but in such cases 
is less frequent. 

6. It occasionally occurs when the amount of 
residual urine is small (less than 100 c.cm.), prob- 
ably because of frequent and prolonged urination 
during which the ureters are closed and pelvic 
distention occurs. 

Young finds that infection very frequently acceler- 
ates a renal lesion but thorough continuous catheter 
drainage will cause improvement. 

As there is danger of suppression of urine from 
the sudden evacuation of a greatly distended blad- 
der, Young forces the administration of water, 
giving it, if necessary, by infusion or by rectum 
when he finds the quantity of residual urine over 
500 c.cm. During the past ten years he has occa- 
sionally elevated the drainage tube in order to main- 
tain a constant intravesical pressure. He is not sure, 
however, that this method is better than fractional 
catheterization. 

Infection is the cause of a large number of fatali- 
ties. In some instances it spreads to the prostate 
and seminal vesicles, producing chronic prostatitis 
and vesiculitis or an abscess. If such an infection 
reaches the kidney it may be very serious. Infection 
is sometimes present in cases that have not been 
catheterized, particularly when the amount of 
residual urine is large. Almost all cases become 
infected after prostatectomy. Young’s statistics 
seem to show that cases with a mild cystitis run a 
smoother postoperative course and are less subject 
to fever and toxemia than previously sterile cases. 
In 20 per cent of his cases he finds epididymitis a 
troublesome complication. 

In cases of bladder calculus suprapubic drainage 
may be required, especially if the excretion of 
phthalein is poor and if a retained catheter is not 
well tolerated. In reviewing 1,049 cases Young 
found that suprapubic drainage was done in only 
I per cent. 
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The arguments against suprapubic drainage are 
summarized as follows: 

1. Suprapubic drainage 
attention. 

2. It is contra-indicated when the quantity of 
residual urine is large, the phthalein excretion js 
poor, and suppression is feared. 

3. It is associated with a mortality of at least » 
per cent (Gardner says 3 per cent.) 

4. As most cases require drainage for three weeks 
or longer, the suprapubic scar tissue is more of a 
hindrance than the fistula is a help. 

5. Urethral catheter drainage is the safest and 
most satisfactory method. 

Young discusses several of his cases in which death 
occurred because a catheter was not well tolerated 
Most of these patients had a severe infection and at 
death showed prostatic abscess or pyonephrosis. 

Bladder drainage is summarized as follows: 

Cases in which the general condition and the 
phthalein return are good and the quantity of residual 
urine does not} exceed 200 c.cm. may be operated 
upon without preliminary drainage or more than 
ordinary surgical preparatory treatment. Of the 
author’s 1,049 cases, 462 were operated upon within 
four days of their admission to the hospital. 

Cases with a moderate or large amount of residual 
urine should have preparatory drainage and forced 
water treatment even if the phthalein return is 
good, but often may be operated upon in a week if 
the clinical and laboratory findings are favorable. 

Of cases with marked impairment of renal func- 
tion 30 per cent or less should not be operated upon 
until the phthalein excretion has risen over 4o per cent 
or prolonged treatment (for three weeks or longer) 
has shown that the optimum has been reached, the 
condition of the kidneys is stable, the bloag urea does 
not exceed o.5 gm. per liter, and the general condi- 
tion is fair. In six of the author’s cases in which the 
phthalein excretion was under 20 per cent there was 
only one death, but all except the fatal case had 
proper preparatory treatment. 

Cases with high blood urea (over 0.75) should be 
given most energetic treatment—from 7,000 to 
10,000 c.cm. of water daily. This applies also to 
cases with renal infection, especially acute pyelitis. 

Suprapubic drainage may be indicated in cases in 
which the bladder or urethra is spasmodic, painful, 
or contracted, certain cases with calculi, certain 
cases with diverticula, tumor, ulcer, or severe cystitis, 
and cases in which catheterization is very difficult or 
painful or an inlying catheter is poorly tolerated 
and there is pronounced suppuration and epididy- 
mitis. 

In the two-stage suprapubic operation, the first 
stage is often the most dangerous. Almost every 
case can be brought into condition for perineal 
prostatectomy without first-stage suprapubic drain- 
age. In the author’s 1,049 cases, suprapubic drain- 
age was used in only eleven (1 per cent). In his 
last 200 cases there were only two deaths before 
operation and none afterward. 
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Persons with diabetes and acidosis can be subjected 
to perineal prostatectomy if they are properly 
treated before operation. Ether anesthesia pro- 
longed operation, hemorrhage, and infection must 
be avoided, and postoperative treatment must be 
vigorous, especially if symptoms of coma appear. 

Young finds cardiovascular disease very common 
among his cases of prostatic hypertrophy. Arterio- 
sclerosis. which is also common, is negligible unless 
advanced. Young has operated on many patients 
with a history of apoplexy and with high blood 
pressure. High blood pressure is dangerous. To 
decrease it Young recommends rest in bed, reduced 
diet, and drugs. Excitation before operation and 
after operation should be prevented by morphine 
or other drugs. Young regards ether as a good 
cardiac stimulant for these cases. 

A heart lesion was found in 48 per cent of 198 
cases, but in the 1,049 cases reviewed there was only 
one operative cardiac death. In some cases in which 
fibrillation or other serious heart condition was 
found Young thought it best to send the patient 
home to lead a catheter life rather than to attempt 
operation. 

In cases of respiratory infection operation is 
contra-indicated until the infection has been 
thoroughly controlled. In such cases anesthesia 
should be induced with nitrous oxide and oxygen. 

In the cases reviewed, pulmonary embolism was 
responsible for one death during preparatory treat- 
ment and for six after operation. As one of these 
patients died following an enema, enemata are no 
longer given after the operation. 


TECHNIQUE OF OPERATION 

In Young’s present method of exposure an in- 
verted U incision is made in the perineum, the 
prostate is reached by blunt dissection .on each 
side of the central tendon, and the space behind the 
transversus perinei muscles and triangular ligament 
is opened up. After division of the median line 
structures (central tendon and_ recto-urethralis 
muscle), the posterior surface of the fascia of 
Denonvilliers is exposed. Division of the posterior 
layer of this fascia gives entrance into the space 
between the two which, in fetal life, were perito- 
neum, and gives easy access to the prostate, seminal 
vesicles, and vasa deferentia. 

Young believes that this method of exposure has 
an advantage over the old method in that the 
hemorrhagic bulb is avoided, the external sphincter 
and triangular ligament are spared, the anterior 
surface of the rectum can be readily avoided, and 
the prostate is exposed so that accurate operative 
procedures can be carried out. He opens the 
urethra by means of an oblique lateral or an in- 
verted V incision. This makes it possible to enu- 
cleate the entire adenomatous hypertrophy in one 
piece and to remove every part of the prostate 
without injuring the neck of the bladder or the 
internal sphincter. Exploration of the area under- 
neath the neck of the bladder is much easier with 


this technique. The article includes several draw- 
ings which illustrate the steps in the operation. 

A table showing the relation between age and 
mortality after prostatectomy indicates that the 
percentage increases gradually with each decade of 
life, but up to the seventy-fifth year remains very 
low. After the seventy-fifth year the operation is 
definitely more dangerous. However, of the last 
198 cases operated upon by Young eighteen were 
those of men over 75 years of age and six were those 
of men over 80. In this series there were no deaths. 


POSTOPERATIVE TREATMENT 

In the 1,049 cases reviewed there were thirty-six 
deaths in the hospital, a mortality of 3.4 per cent. 
A chart of these cases shows a gradual decline in the 
mortality of perineal prostatectomy from 8.4 per 
cent in 1903 to 2.4 per cent in 1919. Since 1919 
there have been no deaths. During the last period, 
in which there were 198 consecutive cases without a 
death, four patients were refused operation; two 
of these died in the hospital. 

All of the patients received plenty of water before 
they were sent to the operating room. Careful 
hemostasis, quick operation, and control of bleeding 
after the drainage tube is removed are methods 
which Young finds will prevent shock. 

Pulmonary complications have been the most fre- 
quent cause of death. Pneumonia developed in 22 per 
cent of the cases. In the earlier cases it was due 
to ether anesthesia. Since the use of nitrous oxide- 
oxygen anesthesia, it has been prevented. The pa- 
tient should be kept warm and should be out of 
bed as soon as possible. 

Uremia was the cause of death in 20 per cent of 
the cases. This is a direct result of serious impair- 
ment of the kidneys from back pressure or infection. 
As a rule the infection responsible is present be- 
fore operation, but may ascend to the kidney after- 
ward. Young believes that the risk of uremia is 
one that must be assumed, but that by prolonged 
catheter drainage and the administration of large 
amounts of water the patient can usually be brought 
into a safe condition for operation. 

Pulmonary embolism was the cause of death in 
12 per cent of the cases. In some instances it 
occurs as a result of endocarditis, but as a rule the 
clot comes from the region of the wound. Cerebral 
hemorrhage occurred in three cases and cerebral 
thrombosis in two. Heart disease was responsible 
for only two deaths. 

In Young’s opinion there is no more important 
feature of treatment than the prevention or combat- 
ing of sepsis. He finds that the most frequent offen- 
de; is the epididymis. He uses many different kinds 
of antiseptics for irrigation of the wound and the 
bladder. Ascending infections of the kidney pelvis 
and cortex he treats with internal hydrotherapy. 
In some cases submammary and intravenous in- 
fusions are necessary. 

Gastro-intestinal complications do not occur 
frequently but require attention and vigorous treat- 
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ment. The use of nitrous oxygen anesthesia has 
practically done away with postoperative nausea 
and vomiting. The patient may drink water in 
abundance early. Abdominal distention from ob- 
stipation or intestinal obstruction is much less 
frequent after perineal prostatectomy than after 
the suprapubic operation. 

In the care of the wound after perineal prosta- 
tectomy in Young’s cases the gauze and drainage 
tubes are removed within thirty-six hours after 
operation and are not replaced, the urine then being 
allowed to escape through the lateral perineal wound 
which is irrigated superficially with a mild anti- 
septic at each change of the dressing. Water is 
forced through the urethra five days after the 
operation. The passage of a sound is not necessary. 

The closure of fistula is usually spontaneous, 
occurring within the first three weeks after the 
operation. In 23 per cent of the cases it occurred with- 
in fourteen days. A persistent fistula is extremely 
rare. In 450 cases a persistent fistula was present in 
only five, and in the latter the postoperative treat- 
ment may have accounted for failure of the fistula 
to close. Sixty-four per cent of Young’s patients left 
the hospital within four weeks. Only 5 per cent 
remained eight weeks. 

The act of micturition may not return to normal 
for several weeks or months. Incontinence of urine 
is rare. In 450 cases which Young previously re- 
ported there was not a single case of complete in- 
continence, but there were three cases of incon- 
tinence when the patient was on his feet. Young 
insists on careful open operation back of the bulb, 
transversus perinei muscles, triangular ligament, 
and external sphincter, all of which structures 
should be carefully avoided. The urethra should be 
opened far back near the apex of the prostate well 
behind all sphincteric fibers. 

Young finds that the act of micturition is dis- 
tinctly more normal after perineal prostatectomy 
than after suprapubic prostatectomy because after 
the former the internal sphincter is usually restored 
to normal, whereas after the latter it is usually 
widely dilated. 

Of the last series of 198 cases in which Young 
operated and in which there were no fatalities 
21 per cent were those of men over 70 years of 
age. In 20 per cent of the cases the excretion 
of phthalein was below 50 per cent. In 8 per cent 
the blood urea was over 0.50 gm. per liter. Cardiac 
disease was present in 49 per cent. Preparatory 
treatment with a catheter was carried out in over 
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60 per cent of the cases, and suprapubic drainage 
in only 2 per cent. The average length of time the 
patients remained in the hospital was thirty-two 
days. GILBERT J. THomas, M.D. 


MISCELLANEOUS 


Giffin, H. Z.: Hemoglobinuria in Hemolytic 
Jaundice. Arch. Int. Med., 1923, xxxi, 573. 

Giffin reports the case of a woman, aged 32 years, 
who had developed slight jaundice and anzmi, 
following a protracted convalescence from influenza 
three years before. For six months the anemia and 
jaundice were marked. On several occasions there 
were unexplained attacks of headache, depression, 
increasing jaundice, and “dark urine.”” When seen 
by the author, a blood examination showed hzemo- 
globin 25 per cent, 1,060,000 erythrocytes, 3,800 
leucocytes, and a relative lymphocytosis. The re- 
ticulated red blood cells were increased, the calcium 
and prothrombin time was prolonged, and the fragil- 
ity of the erythrocytes increased markedly. The 
platelet count was 92,000, but there were no pete- 
chia. The spleen did not seem to be enlarged. A 
test for syphilis was entirely negative. The urine 
contained varying amounts of albumin but no casts. 
Bile was found in the stool, but none was present in 
the urine except during the crises. 

While the patient was under observation she had 
seven severe, protracted crises which closely simulat- 
ed those of hemolytic jaundice, but were without 
gall-bladder cclic. The attacks were accompanied by 
hemoglobinuria. During one attack cystoscopy 
revealed bilateral hemoglobinuria without tie pres- 
ence of erythrocytes. Hamoglobinemia was demon- 
strated. Frequently mild attacks occurred without 
hemoglobinuria. Various therapeutic agents, such 
as coagulen, horse serum, ox serum, calcium, trans- 
fusions, etc., were apparently without effect. More- 
over, hemoglobinuria seemed prone to occur when- 
ever the erythrocytes rose to approximately 2,000,- 
ooo. During one remission the patient was given 
a cool bath, and at times ice bags were placed 
over the loins without deleterious effects. Moreover, 
hemoglobinuria did not occur following blood trans- 
fusions. 

The author briefly reviews the literature, pointing 
out that hemoglobinuria in hemolytic jaundice is 
apparently a superimposed condition entirely inde- 
pendent of syphilis and differing from the hamoglo- 
binuria caused by chilling. Sudden increased hemo- 
lysis plus a destructive renal secretion are mentioned 
as probable etiological factors. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Zollinger, F.: Trauma and Tuberculosis of the 
Bones and Joints (Trauma und Tuberculose der 
Knochen und Gelenke). Schweiz. med. Wchnschr., 
1922, lii, 1105, 1126, 1154. 

As tuberculosis is always caused by the tubercle 
bacillus, trauma is a factor in its etiology only when 
the bacilli enter the body through the wound and the 
general or local resistance of the body is lowered by 
the injury. Inoculation tuberculosis is a primary 
and purely traumatic tuberculosis without open 
injury of the skin and the soft parts in the region 
of bones and joints such as occurs very rarely. As 
a rule, there is an aggravation of an active local 
tuberculosis already present or a metastasis at the 
area injured. Numerous experiments on animals 
indicate that tuberculosis may be localized by an 
injury. Injury as an etiological factor may be 
assumed only under the following conditions: 

1. At the time of the injury the person injured 
must have been entirely free from tuberculosis. 

2. The injury must have been such as would have 
brought the tubercle bacilli to the area which be- 
came diseased later and such as would have lowered 
the general and local resistance. 

3. The injury must have had sufficient force to 
cause an anatomical injury of the bone or joint. 

4 The injury must have caused immediate re- 
sults. 

5. The period of time intervening between the 
injury and the development of the bone and joint 
tuberculosis must have been that length of time 
which is necessary for the development of tubercu- 
losis. The minimum time is from four to six weeks, 
and the longest time—tuberculosis of the skull, 
pelvis, and vertebre—one year. 

6. The tuberculosis must have developed at the 
point of injury. 

7. The immediate results of the injury must have 
passed over into the syndrome of the disease with- 
out interruption. 

Traumatic aggravation of tuberculosis already 
present can be assumed only if the diseased area 
was injured, if the aggravation followed the injury 
immediately, if its development was more rapid 
than usual, and if at the time of the injury the 
tuberculosis was not in an advanced stage. 

BRUNNER (Z). 


Lewis, D.: Myositis Ossificans. J. Am. M. Ass., 1923. 
Ixxx, 1281. 


There are three forms of circumscribed myositis: 
(1) the traumatic, (2) the non-traumatic, and (3) 
the neurotic, which usually is associated with ar- 


thropathies or fractures occurring in tabes, demen- 
tia, or syringomyelia. 

Kuttner, Bender, Schwartz, Werner, and Cran- 
well have reported cases developing after puncture 
or stab wounds, and have attributed the presence 
of bone in the soft tissues to osteogenetic tissue 
dislodged into the incised wound by the missile. 

Lewis reports two cases in which bone developed 
in the scar of an abdominal operation. He attrib- 
utes the development of the bone to the meta- 
plasia of connective tissues without osteogenic 
elements. In one case the linea transversa was in- 
cised. This is the remains of a rib which at one 
time extended toward the median line. There is a 
question, however, whether or not it contains os- 
teogenetic elements. Phemister and Strauss have 
shown that bone may be formed in fascia or muscle 
as a result of the action of acid secretion on the 
tissue. In one of the cases reported in this article 
a gastro-enterostomy had been performed, but in 
the author’s opinion not enough gastric juice 
exuded into the incision to cause bone formation. 

Myositis ossificans following posterior dislocation 
of the elbow causes considerable disability as it 
seriously interferes with flexion and extension of the 
forearm. Undoubtedly it develops as a result of 
periosteal stripping with displacement. The strip- 
ping usually occurs over the external and the internal 
condyles, over the posterior surface of the humerus 
above the olecranon fossa, and above the supra- 
trochlear fossa. 

Myositis ossificans develops rather rapidly in 
muscle. The roentgen ray shows a shadow at the 
end of two weeks, and at the end of six weeks this 
gradually increases in density. Machol describes 
the roentgen-ray shadow as a dotted veil which 
gradually increases in density until bony trabecule 
are observed. The shadow may or may not appear 
to be attached to the adjacent bone. 

Salman and Peiser reported cases of myositis 
ossificans developing after infectious processes in 
muscle, the result of degenerating myositis followed 
by calcification and bone formation. 

Differentiation must be made between hematoma 
in muscle and muscle callus, an interstitial syphilitic 
process involving muscle, and various types of 
muscle tumors. It is important to differentiate 
between myositis ossificans and malignant growths, 
as amputations have been done when the former was 
mistaken for malignancy. Periosteal sarcoma and 
myositis ossificans can be differentiated very defi- 
nitely by means of the roentgen ray. Myositis 
ossificans attains its maximum size early and re- 
mains stationary for some time or diminishes, while 
osteogenetic sarcomata grow rapidly without any 
tendency to remain stationary. 
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Since myositis ossificans tends to recede after 
attaining its maximum, manipulative movements to 
increase the range of motion should not be begun 
until the process has subsided. Bone should not be 
removed until it has reached definite form and 
density and then still continues to cause disability. 

Ruporp# S. Rericu, M.D. 


Wagner, T.: Acute Osteomyelitis of the Vertebrze 
(Akute Osteomyelitis der Wirbelsaeule). Deutsche 
med. Wchnschr., 1923, xlix, 181. 

The author reports the case of a 14-year-old boy 
who developed an abscess following an injury which 
he received while working in a peat-bog. The 
abscess was incised, but his general condition be- 
came more serious. At the end of eight days 
physical examination revealed stiffness of the neck, 
weak reflexes, and oedematous swelling of the soft 
tissues on both sides of the spine at the level of the 
eighth to the eleventh dorsal vertebra. Lumbar 
puncture evacuated pus with an admixture of blood 
(staphylococcus pyogenes aureus). Because of ob- 
jection on the part of the boy’s parents, operation 
was not performed until four days later. A long 
incision was made from the ninth to the eleventh 
dorsal vertebra. Paravertebral abscesses were 
found. The vertebr were bathed in pus. Laminec- 
tomy revealed extra- and subdural pus. Death 
occurred two days later. 

Wagner assumes that the focus was in the body 
of a vertebra and attributes the fatal result to the 
injury. PLENz (Z). 


Moreau, J.: Osteochondritis Dissecans of the 
Knee’ (L’osteochondrite dissecante du genou). 
Arch. franco-belges de chir., 1923, XXvi, 131. 

Moreau reports the case of a boy aged 15 years 
who, a year and a half previously, had struck the 
inner border of the right knee against a metal bar. 
The blow caused sharp pain, but this soon ceased 
and the boy continued to walk. Six months later 
knee symptoms appeared. The knee was painful 
when the patient got up in the morning, and walking 
over uneven surfaces caused pain. The pain was 
referred by the patient to the internal condyle, and 
pain was elicited on pressure at this point. The boy 
was able to walk well and to play football. The 
X-ray showed a zone of necrotic decalcification at 
the upper border of the internal condyle, bilateral 
genu valgum, and slight enlargement of the sub- 
patellar tissues. 

Treatment with glycerophosphates and other 
tonics was followed by clinical and functional 
recovery. 

Moreau reviews the subject of osteochondritis 
dissecans from the research of Morgagni in 1824 
down to the investigations of Poulet and Vaillard, 
Kragelund, and Koenig. According to one theory, 
the condition is due to spontaneous necrosis of 
osteo-cartilaginous fragments which sometimes 
remain in the cavity which they created when they 
became separated and sometimes remain free in 
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the joint. According to another theory, the necrosis 
is due to traumatism. 

The condition may become cured spontaneously, 
as in the author’s case, but if the pain is intense and 
the functional disturbances are marked, operation 
for the removal of the necrotic fragment may be 
indicated. After removal of the focus of osteo- 
chondritis, the difficulty in walking and the pain 
usually cease, even when they were marked and of 
long duration. W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Keck, A.: The Results of Orthopedic Treatment of 
Tuberculous Coxitis (Resultate der orthopae- 
dischen Behandlung der Coxitis  tuberculosa), 
Zischr. f. orthop. Chir., 1922, xliii, 50. 


In the treatment of coxitis prolonged relief from 
weight-bearing and immobilization are the chief 
requisites. Heliotherapy does not have the certain 
and lasting effect which is often attributed to it, 
and excessive irradiation frequently aggravates the 
condition. Moreover, heliotherapy alone does not 
overcome the pain of acute coxitis. Fresh air treat- 
ment, which is possible when an ambulatory plaster 
cast is used, is much more beneficial. 

Keck was able to re-examine 130 patients from 
the Munich clinic after a period of from three to 
ten years. In half of the cases the condition devel- 
oped in the first decade of life. One hundred were old 
cases. Seventy-four per cent of these patients were 
cured, 15 per cent remained uncured, and 1: per 
cent died. In non-suppurative cases the period of 
healing ranged from two and one-half to three 
years. In suppurative cases it averaged four years. 
The younger the patient, the more favorable were 
the results. 

Suppuration and fistula formation are not contra- 
indications to the cast treatment. The position— 
extension with slight abduction—was always good 
in the cases which came for treatment early. Anky- 
losis which had been present from the beginning 
was often corrected. True shortening never oc- 
curred. The functional capacity always remained 
extraordinarily good. 

In conclusion, Keck recommends conservative 
treatment in a sanitarium at a high altitude. 

Port (Z). 


FRACTURES AND DISLOCATIONS 


Thomas, H. B.: The Treatment of Old, Ununited 
Fractures of Long Bones, with Special Refer- 
ence to the Use of the Osteoperiosteal Graft. 
J. Am. M. Ass., 1923, 1xxx, 3009. 


The author calls attention to four factors ol 
great importance in the technique of transplanta- 
tion in ununited fractures of the long bones: 

1. The length of time which should be allowed 
to elapse between the healing of a compound in- 
fected fracture and transplantation. 
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2. Transplants without fixation by screws, pins, 
or suture. 

3. The osteoperiosteal or wafer graft. 

War surgeons deemed it safe to repair a compound 
infected fracture after a lapse of six months. Later, 
after several “flare-ups,” operation was delayed for 
one year. 

Mild infection is said to stimulate osteogenesis 
and favor repair, but latent infection, if disturbed 
by operative interference, will flare up and render 
results negative. Army surgeons decided in favor 
of a two-stage operation. In the first stage the bed 
was prepared for the transplant and the wound 
closed. In the second stage, which usually was 
performed five days later, the placing of the trans- 
plant was attempted. If infection set in, the wound 
was opened widely and irrigated with Dakin’s 
solution. 

All unnecessary trauma must be avoided, or an 
encysted infection may be liberated and vitiate the 
results. The graft must be prepared with great 
care and should be made slightly broader than the 
prepared bed so that it will fit into its bed snugly. 

The osteoperiosteal graft is of great value in 
stimulating osteogenesis. It consists of the per- 
iosteum with a thin layer of underlying bone. 
Often such a graft will take the place of a bone trans- 
plant, much trauma being thus eliminated and the 
chances of infection lessened. The best site from 
which to obtain such a graft is the anterolateral 
inner side of the upper third of the tibia. The graft 
is outlined with a bistoury, and removed with a 
chisel. Its thickness is controlled by the obliquity 
of the chisel. It is applied over and around the ends 
of a transplant, including its body, so that it spreads 
over the lost bone area and covers the fixed ends of 


‘the transplant. This type of graft has been used 


also when the transplant bridging the gap between 
fractured ends of two bones has been broken from 
one of its attachments or has been pulled from a 
medullary bed. 

Delageniére states that the progress of bone re- 
pair can be noted in the X-ray examination after 
the placing of the graft. The new bone laid down 
takes the form of the graft. 

A comparison of various methods of bone grafting 
shows conclusively that the best results are ob- 
tained with the osteoperiosteal method. 

With regard to the care of hard ends of old un- 
united fractures Thomas states that often there is 
no necessity to denude them thoroughly. Fair aline- 
ment is satisfactory. 

The postoperative care requires the immediate 
application of a splint. Joun MircHett, M.D. 


Romer, F.: The Treatment of the Clavicle Frac- 
tured by Indirect Violence. Lancel, 1923, cciv, 
8g. 

In the treatment of the clavicle fractured by 
indirect violence the author secures the proper rela- 
tionship of the fragments to one another as far as 
possible by strapping the scapula in position and 
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leaving the arm free. When this is done, recovery is 
very rapid and painless, the arm suffers no loss of 
function, and union takes place rapidly and in good 
position. 

The most common site of fracture is the middle 
third of the bone. The position assumed by the 
patient is typical of the lesion. In his effort to relax 
the pull of the sternocleidomastoid on the inner 
fragment, he stands with his head bent down toward 
the fractured side, and to relieve the drag of the arm 
on the outer fragment he supports the elbow on the 
damaged side with the hand of the sound arm. 

The principle involved in the method of treat- 
ment described is the control of the outer frag- 
ment by means of the intermediary, the scapula. In 
order to reduce the deformity, the arm on the in- 
jured side is raised at a right angle with the body. 
This brings the outer fragment up to the level of the 
inner fragment. Romer then stands behind the 
patient and draws back both shoulders firmly so 
that the scapula is pushed back as far as possible, 
the arm still being kept raised at a right angle. 
When reduction of the deformity has been effected 
in this manner, apposition of the fragments is 
secured by fixing the scapula in the position in 
which it now lies. This is done as follows: 

With the injured arm still raised at a right angle, 
a thin layer of Gamgee tissue or cotton-wool is 
placed in the axilla. The end of a long strip of ad- 
hesive plaster is then fixed to the top of the shoulder 
joint, just over the acromion, and brought up under 
the axilla to the front where it is crossed over the top 
of the shoulder at the acromial end of the clavicle. 
This strip, which encircles the shoulder joint, is 
next brought diagonally across the scapula to below 
its angle. A second strip of plaster, about 1% in. 
in width, is brought with firm pressure from just 
above the nipple over the clavicle to below the angle 
of the scapula, much in the position of an ordinary 
brace. A third and a fourth strip are applied in the 
same way so that they slightly overlap each other 
and cover the entire surface of the clavicle. The 
arm is then lowered gently. 

No support is required beyond that given by an 
ordinary sling, which is worn for the first two days 
to prevent discomfort from the weight of the arm. 
The use of the arm is restricted to underhand 
movements, but the patient seldom desires to do 
more. The injured parts are massaged daily by a 
skilled masseur for at least a week. The movements 
of massage can be effectively performed over the 
plaster. As a rule the sling can be discarded at the 
end of about ten days. The patient is then en- 
couraged to make more general use of the arm. 
The strapping is renewed at the end of the first 
four days, and again from time to time as occasion 
demands. By the end of a fortnight all movements 
are usually possible, but care is necessary to prevent 
undue strain, such as that of lifting and the pushing 
of heavy weights. The parts are kept supported by 
strapping for at least three weeks, even though no 
pain is experienced on movement. 
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The advantages to be gained from this method as 
compared with the treatment generally employed 
include entire freedom from the pain caused by 
keeping the arm and hand rigidly immobile, which 
during the first few days is often very intense 
and far exceeds any suffering that may be experi- 
enced at the site of fracture. In addition, there is no 
subsequent stiffness of the elbow and forearm, and 
as the arm is in use, muscle wasting is prevented 
when the union is complete. The patient is able to 
dress himself normally during the entire period of 
convalescence, and can use the arm on the injured 
side for writing, feeding, and other simple move- 
ments without fear of harm. The period of disability 
is considerably lessened. The average period of 
disability when other methods are used is between 
six and eight weeks, but in twenty of the author’s 
cases taken at random it was twenty days. When 
possible, the patient should spend twelve hours 
flat on his back—especially when reduction was 
difficult—because, as the scapula is unable to 
rotate forward, the bones will then gradually drop 
into position and the deformity will be decreased. 

F. WALTER CARRUTHERS, M.D. 


Silberstein: The End-Results of the Non-Operative 
Treatment of Congenital Luxation of the Hip 
(Die Spaetresultate der unblutigen Behandlung der 
Luxatio coxae congenita). Verhandl. d. Ges. f. Chir., 
Moscow, 1922. 


The Lorenz non-operative reduction of congenital 
luxation of the hip has superseded the radical method 
of Hoffa. The author reports on thirty-five cases. 
Healing takes place through the shrinking of the 
capsule, which fixes the head in the acetabulum. 
The development of a limbus cartilaginus (proved 
by the X-ray) is also very important in the subse- 
quent functioning of the joint. Good final results 


are obtained in 70 to go per cent of the cases of 
unilateral dislocation and in 30 to 60 per cent of the 
cases of bilateral dislocation. Recurrence is due 
chiefly to anteversion, and frequently the latter 
must be corrected by osteoclasis in the lower third 
of the femur. 

The first dressing is applied in the axillary posi- 
tion, the second (after about two months) in the 
median position, and the last (after two months 
more) in the adducted position. BLuMmENtHat (Z). 


Estor, E., and Aimes, A.: Congenital Luxation of 
the Tendons of the Lateral Peroneal Muscles 
(La luxation congénitale des tendons des muscles 
péroniers latéraux). Rev. d’orthop., 1923, xxx, 5. 

Although traumatic luxation of the lateral pero- 
neal tendons is not unusual, about fifty cases being 
known, the authors have been able to find in the 
literature only nine cases of congenital luxation of 
these tendons. The latter condition may be often 
unrecognized as it is painless and may cause little 
or no disturbance of function. 

The authors review the normal anatomy of the 
region. Congenital luxation is due to malformation 
of the retroperoneal bony fossa or insufficiency of 
the tendons. 

In seven of the cases collected by the authors the 
malformation was bilateral. In the two others it 
was on the left side only. Six of the subjects were 
males, two were females, and the sex of the other 
was not stated. Asa rule, malformations are found 
also in other parts of the body. 

Operative measures are indicated only in cases in 
which there is considerable disturbance of function. 
The type of operation will depend upon whether the 
deformity is due primarily to a shallow bony trough 
or tendon insufficiency. W. A. BRENNAN. 
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BLOOD VESSELS 


Odermatt, W.: Pain Sensibility of Blood Vessels 
and Vascular Reflexes (Die Schmerzempfind- 
lichkeit der Blutgefaesse und die Gefaessreflexe). 
Beitr. z. klin. Chir., 1922, cxxvii, 1. 

By histologic findings and the results of experi- 
ments the fact is established that on and in the 
walls of the vessels there are nervous elements with 
motor and sensory function. It must be assumed 
that there are autonomous centers on or in the 
walls of vessels. The blood vessels are supplied 
from the sympathetic nervous system. It is known 
that severe pain may appear in parts governed by 
the sympathetic nerves. In his own cases operated 
upon for goiter the author has noted that in some 
vessels there is marked pain from the ligature, while 
in others there is none. This pain is located in the 
peri-arterial tissue rather than in any of the various 
coats of the artery itself. In the vein, ligation does 
not cause pain. From experiments on animals per- 
formed by himself and by others, the author arrives 
at the following conclusions: 

Injections into arteries from which the blood 
cannot flow into the arterioles and capillaries are 
never painful. The injection of certain solutions 
into arteries in which the passage is open causes 
pain in conscious or lightly anesthetized animals in 
from one and one-half to two and one-half seconds 
after the beginning of the injection. This is the 
time required for the passage of the solution from 
the point of injection into the capillaries where the 
pain occurs. 

The same injections are accompanied by a change 
in the blood pressure, but if the sensation of pain is 
prevented by deep narcosis, the change in the general 
blood pressure does not occur. The alteration in the 
general blood pressure consists in a simple decrease or 
asimple increase or possibly a primary decrease with 
a secondary increase or vice versa. 

The nature of the change in the pressure seems to 
depend upon the severity of the irritation. When 
intravenous injections were given experimental 
animals the same reaction appeared in about the 
same length of time. To explain this, we must 
presuppose a sensitiveness in the inner coat of the 
right heart. Peri-arterial injections of the same 
solutions cause immediate pain and change in the 
blood pressure, while in intra-arterial injections the 
reaction requires from one and one-half to two 
and one-half seconds for its appearance. In peri- 
arterial injections the pain appears in the peri- 
arterial plexus, while in intra-arterial injections it 
is first awakened in the capillary nerves. The pain 
appears on intra-arterial injection, even when the 
peri-arterial plexus is damaged, a fact which con- 
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stitutes further proof that it arises, not in the 
arteries, but in the capillaries and that the capillaries 
are not offshoots of the peri-arterial plexus. Sensi- 
tiveness to material circulating in the blood is an 
attribute of the capillaries. On the other hand, the 
arteries and the arterioles have the specific func- 
tion of reacting to stretching of their walls with loca] 
or general circulatory changes or pain. 
HAECKER (Z). 


Vimtrup, B.: Studies on the Anatomy of the 
Capillaries. I. The Contractile Elements of 
the Vascular Wall of the Blood Capillaries 
(Beitraege zur Anatomie der Capillaren. I. Uebet 
contractile Elemente in der Gafaesswand der Blut- 
capillaren. Bibliot. f. Leger, 1922, cxiv, 416. 


Vimtrup was able to demonstrate the markedly 
branching cells previously found by Rouget in the 
capillaries of living larve of salamanders and frogs. 
The protoplasmic processes of these surround the 
capillaries and produce a constriction by their own 
contraction. In the dilated capillary the nucleus 
of such a cell is flat, while in the constricted capillary 
it is oval or spherical and protrudes from the surface. 
With medium contraction, Vimtrup was able to 
demonstrate a fibrillar structure in the protoplasm. 
The contraction always begins in the cell and pro- 
ceeds toward both sides. The same conditions are 
seen in the web and membrana nictitans of the adult 
frog; the contraction of the former may be produced 
by stimulation of the ninth or tenth sympathetic 
ganglion. Transitions to the smooth muscle cell 
are found in the arterioles and venules. 

The suggestion is made that these protoplasm 
cells be called ‘“‘Rouget cells.” Draunt (Z). 


Portmann, G., and Dupouy, P.: Pharyn¢geal 
Aneurisms of the Internal Carotid (Contribu- 
tion al’étude des anévrismes pharyngés de la carotide 
interne). Arch. méd. belges, 1923, \xxvi, 97. 


Aneurisms of the internal carotid in its juxta- 
pharyngeal course at the level of the tonsil are 
often diagnosed as tonsillar abscesses or adeno- 
sarcoma. 

The case reported by the authors was that of a 
68-year-old man who had an expansile tumor in the 
left pharyngeal area back of the posterior pillar. 
There was no pain and no difficulty in swallowing 
or talking. The larynx was normal. The superficial 
temporal pulses on each side were synchronous and 
the eyes were negative. There was no heart murmur. 
The Wassermann test was negative. The tumor was 
a fusiform aneurism. 

In such cases there may be symptoms of nerve 
pressure on one or all of the last four cranial nerves. 
The authors discuss the pathology of the contents 








of the aneurismal sac. In a fusiform aneurism the 
blood shows no tendency to leave any clot deposits 
on the arterial walls. In sacciform aneurism lam- 
inated clots may effect a cure. 

Aneurism of the internal carotid lacks one of the 
principal symptoms of aneurism, namely, retarda- 
tion of the pulse on the affected side. Often an 
arterial blow is heard and felt. All of the other 
symptoms are those caused by compression of 
neighboring structures. 

The cause is that of all aneurisms—weakness 
of the arterial wall. The exciting cause is variable. 
The condition may follow an acute or chronic 
infection, tuberculosis, syphilis, gout, auto-intoxica- 
tion, lead poisoning, alcoholism, etc. Trauma may 
play a part, especially in old persons. Congenital 
aneurisms are known. 

Certain physical peculiarities favor the formation 
of ancurism of the internal carotid: (1) the large 
caliber of the vessel; (2) the proximity of bone just 
before the entrance to the carotid canal, which 
presents a hard surface against which the artery 
constantly beats; (3) the low degree of development 
of the musculo-elastic media at the level of the 
bifurcation of the common carotid; (4) the twisting 
course of the vessel; and (5) the lateral and posterior 
flexion movements of the cervical spine. 

In some cases the onset of the condition is very 
sudden, but usually it is slow and insidious and the 
pharyngeal tumor is discovered only by chance. 
The aneurismal tumor may be both cervical and 
pharyngeal or pharyngeal and palatine, but never 
cervical alone. The cervico-pharyngeal type is the 
classic type. The cervical swelling may appear 
in front of the ear, on the lateral aspect of the neck, 
or below the lobule of the ear. The skin covering 
it is normal, and the tumor shows pulsation syn- 
chronous with the pulse. During pressure on the 
common carotid these pulsations disappear. 
Pressure is not painful. The soft fluctuant tumor 
seems deeply situated beneath the sternocleido- 
mastoid muscle. Expansile pulsation and a systolic 
thrill are usually present. The stethoscope reveals 
a soft systolic intermittent blow. X-ray examina- 
tion may demonstrate the aneurismal pulsation. 
The patient’s head is sometimes bent toward the 
shoulder of the affected side, while his face is turned 
toward the opposite side as in torticollis. To 
develop into a cervical tumor the aneurism must 
first overcome the intermuscular cellular adipose 
tissue from around the lower portion of the internal 
carotid out and upward toward the skin surface. 
It then has considerable volume. 

The aneurism develops easily within and _ for- 
ward toward the pharynx because it is bounded 
behind by the vertebral column and laterally by 
the styloid and its attached muscles. It therefore 
enlarges toward the mouth, pushing the posterior 
faucial pillar forward. The pharyngeal tumor may 
then lie behind or just at the level of the tonsillar 
fossa. The expansile pulsation may be felt by placing 
one finger on the tonsil and another on the neck. 
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Dyspnoea and dysphagia may be present, and 
fluids may be regurgitated into the nostrils on ac. 
count of interference with palate action. The last 
four cranial nerves and the sympathetic nerves may 
suffer from the presence of the tumor. Myosis 
denotes paralysis of the sympathetic nerve, and 
mydriasis, excitation of the nerve. Laryngeal 
phenomena may dominate. Hoarseness, breaking 
voice, and dyspnoea from paralysis of the vocal 
cords are other signs. Compression of the internal 
jugular may lead to vertigo and syncope and these 
are increased by digital compression. Only one 
case of the palatal type has been reported. The 
pure phary ngeal type, like the cervico-pharyngeal 
type, is minus the cervical symptoms. 

Pharyngeal aneurisms of the internal carotid 
must be differentiated from abscess of the pharyn- 
geal wall, peritonsillar abscess, pharyngeal tumor, 
lymphoma, fibrous tumor of the pharynx, adenoma 
of the palate, vascular tumors, and ancurisms of 
the vertebral, the ascending pharyngeal, and the 
inferior palatine arteries. 

The aneurism seldom disappears spontancously. 
It usually tends to enlarge and compress surrounding 
structures. Rupture causes sudden death. It may 
open externally or internally. Sometimes severe 
pain develops. The duration of the condition may 
be several years. 

The treatment is ligation of the internal or com- 
mon carotid. Ligation of the internal carotid 
presents many difficulties, especially if the sac 
extends low down to the bifurcation, and is as severe 
as that of the common carotid. 

Measures to maintain a low blood pressure and 
to provoke clot formation in the sac may be used. 
lodides may be employed for their action on the 
vessel wall. KELLOGG SPEED, M.D. 


Cawadias, A., and Catsaras, J.: Thrombosis of the 
Mesenteric Artery. Lancet, 1923, cciv, 940. 

The patient presented himself for examination 
with a history of intermittent claudication of six 
years’ duration, recent dyspnoea, and paroxysmal 
pain in the arms and the substernal region of 
such intensity that physical effort was impossible. 
Physical examination revealed enlargement of the 
heart in the transverse diameter, some arrhythmia, 
and a systolic murmur at the apex. There was no 
pulsation in the dorsalis pedis arteries. 

Eight days after the examination the patient ex- 
perienced a sudden severe abdominal pain and 
vomited bluish-black material. The abdomen be- 
came rigid and tender on pressure. No gas or faces 
passed per rectum. A diagnosis of mesenteric 
thrombosis was made. The patient died three hours 
after his admission to the hospital. 

At autopsy, eight hours later, a blackish dis- 
coloration of the lower segment of the ileum, the 
cxcum, and the lower part of the ascending colon 
was found. The mucosa of the diseased segment of 
small intestine showed numerous gas bubbles. ‘The 
intestine was emphysematous and the mucosa cov- 
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ered with a continuous layer of bacteria, chief of 
which was a gram-positive bacillus. In the circula- 
tory system sclerosis of both coronary arteries and 
marked atheromatous changes in the thoracic and 
abdominal aorta were found. The iliac arteries were 
completely calcified and markedly narrowed. The 
leit femoral artery was completely obliterated by a 
thrombus. The superior mesenteric artery was 
hardened and obliterated above the origin of the 
right superior colic artery. The small mesenteric 
veins were filled with blood and contained many gas 
bubbles. The liver was anemic and light brown. 

In this case mesenteric thrombosis followed a 
pluri-arterial syndrome, but was not preceded by 
symptoms of abdominal arteriosclerosis. Although 
the vessel thrombosed was not a terminal vessel, 
the anastomotic channels were not sufficient to 
establish a collateral circulation. With obliteration 
of the mesenteric artery the pressure in the veins 
increased and a retrograde inflow from the portal 
vein territory was provoked. As a result, hepatic 
anemia developed. Diminished resistance of the 
intestinal mucosa resulted in growth of the bacillus 
phlegmonis emphysematose. 

Wiii1am J. Pickett, M.D. 


Buerger, L.: The Operative Treatment of Embo- 
lism of the Large Arteries: A Report of Two 
Cases. Surg., Gynec. & Obst., 1923, xxxvi, 463. 


The diagnosis of the presence and location of a 
clot in the upper extremity is not difficult. In cases 
in which a clot occurs in the lower extremity the 
surgeon must be guided by the limitation of the 


change in color and temperature and the presence 
or absence of pulsation in the anterior and posterior 
tibials, the dorsalis pedis, and other vessels. 

The author reports the case of a patient suffering 
with chronic endocarditis who experienced a sudden 
cramp in the right leg which then became blanched, 
cold, and gangrenous. No pulsation from the 
femoral downward could be detected. Amputation 
was done. On the afternoon of the same day the 
tight upper brachial became suddenly the site of a 
clot. Six hours later the artery was exposed under 
novocaine and the clot felt in the vessel at about the 
level of the origin of the superior profunda. A 
longitudinal opening was made in the vessel and the 
clot and an accretion clet were removed, the vessel 
then being closed with a fine silk suture. Pulsation 
in the radial and ulnar arteries and color and warmth 
of the member returned at once. The wound healed 
by primary intention. Seven days later the patient 
developed an embolus of the iliac artery on the left 
side, but refused operation. Gangrene developed 
and two days later cerebral embolism and death 
occurred. 

A second case was similar except that the patency of 
the vessel could not be restored for some distance 
below the site of the thrombus. This was the case 
of aman who developed an embolism of the right 
brachial artery three days after an operation for 
gangrenous appendicitis. The [vessel was opened 
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and the clot removed. Pulsation returned to the 
brachial artery below the site of the clot, but was 
not present in the radial artery. This seemed to 
indicate that secondary clots had lodged in the 
peripheral vessels. The thumb became cyanotic and 
was later removed. Trophic disturbances over an 
area on the back of the forearm and muscular palsy 
developed. The brachial wound showed evidence 
of induration and deep infection involving the mus- 
culospiral and ulnar nerves. A blood culture was 
positive for hemolytic streptococci. The patient 
recovered and left the hospital. Median and ulnar 
nerve lesions improved to complete recovery fol- 
lowing electric stimulation and exercise. Seven 
months later the radial pulse had been re-estab- 
lished, probably through collaterals. 

Operative removal of an embolus should be carried 
out early before a toxic element or bacteremia may 
vitiate the result and before the original clot can 
grow by stagnation or fragments are broken off. 

WiiiAm J. Pickett, M.D. 


BLOOD AND TRANSFUSION 


Unger, L. J.: The Transfusion of Blood from 
Immunized Donors. Laryngoscope, 1923, xxxiii, 
145. 

The author discusses the value of blood trans- 
fusion in cases of sepsis, and as a result of his 
observations concludes that transfusion should con- 
sist of whole non-citrated blood from donors of the 
same group as the recipient who have been im- 
munized by huge doses of a vaccine made from the 
culture of the septic patient’s blood. ‘‘Starting 
with an initial dose of 1 billion, daily injections are 
given and as much as 100 to 150 billion organisms 
are given in a week. These donors develop demon- 
strable immune bodies.” It requires nine or ten 
days for a donor to develop immune bodies. 

Unger reports 106 transfusions performed in 
sixty-four cases of bacteremia. In forty-two cases 
the blood of an ordinary healthy person was used. 
Nine of the patients recovered. In the second 
group, of seven cases, the donors were vaccinated 
with the organism obtained from the patient’s blood. 
None of the patients recovered. In the third group, 
of fifteen cases, eight received blood from a donor 
who had been immunized with the organism ob- 
tained from the blood of some other patient; three 
recovered. Seven were transfused with the blood 
of a donor who had been immunized with the 
organism obtained from the patient’s blood; five 
of these recovered. 

The author states that sodium citrate markedly 
diminishes the complement in blood which plays an 
important réle in destroying bacteria; that it ex- 
tracts from the walls of the red blood cells a sub- 
stance which renders the plasma anticomplemen- 
tary; that it reduces the phagocytic index; and that 
it destrovs the opsinins in blood. He does not 
indicate the basis for these statements. 

SuMNER L. Kocu, M.D. 
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Stegemann, H.: Hemostasis Induced by Blood 
Transfusion (Blutstillung durch Bluttransfusion). 
Arch. f. klin. Chir., 1923, cxxii, 759. 


The author reports experiences with blood trans- 
fusion in Kirschner’s clinic. The cause of the 
hemorrhage in five cases was the opening of a 
peritonsillar abscess, re-fracture of the femur for 
faulty union, gastro-enterostomy for ulcer of the 
stomach, gastro-enterostomy for ulcer of the duo- 
denum, and resection of the stomach for gastric 
carcinoma in one case each. Two cases were com- 
plicated by hemophilia. In three cases of ulcer 
the hemorrhage was spontaneous. Adrenalin, 
hemostatics, and coagulen were used without result; 
only blood transfusion arrested the hemorrhage. 
Transfusion is indicated in parenchymatous bleed- 
ing and bleeding from small vessels. In hemorrhage 
from large vessels the local surgical methods of 
effecting hemostasis are indicated. 

Transfusion operates directly by adding to the 
blood the substances necessary for coagulation, 
particularly vasoconstricting substances, and acts 
indirectly through the irritation induced by the 
foreign blood which causes these substances to ap- 
pear in the body of the patient by activating the 
cell processes concerned in coagulation. 

The field of usefulness of blood transfusion in- 
cludes all cases of hemophilia and hemorrhagic 
diathesis in which the substances necessary for 
coagulation are lacking; also severe postoperative 
hemorrhage. Transfusion before operation as a 
prophylactic measure to increase coagulation is 
to be considered only in the cases of known hemo- 
philiacs. 

Stegemann recommends direct transfusion with 
Oehlecker’s apparatus. This method excels all 
others in simplicity, reliability, and accuracy of 
dosage. To cause coagulation, 200 c.cm. are 
sufficient. To increase the supply of blood, larger 
amounts are necessary. GEBELE (Z). 


Sidbury, J. B.: Transfusion Through the Umbilical 
Vein in Hemorrhage of the Newborn: Report 
of a Case. Am. J. Dis. Child., 1923, xxv, 290. 


Sidbury gives a brief history of transfusion for 
hemorrhagic disease of the newborn, describes the 
routes which have been used, discusses the etiology 
of the disease, and reports a case he treated by 
transfusion through the umbilical vein. He arrives 
at the following conclusions: 

1. The umbilical vein may be patent and acces- 
sible for transfusion up to, and including, the fourth 
day of life. 

2. If patent, the umbilical vein is the most 
accessible vein up to the fourth day. 

3. The danger of the formation of a clot in the 
umbilical vein is very slight. 

4. Transfusion through the sinus in cases of 
intracranial hemorrhage may increase intracranial 
pressure. 

5. Transfusion through the superior longitudinal 
sinus is comparatively simple for one who is ex- 
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perienced, but the umbilical route is best for one 
who is inexperienced in the use of the sinus route. 
6. In infants as young as 2 or 3 weeks, the median 
basilic vein is always large enough to admit an 18. 
gauge needle, and its use is generally preferable to 
that of the superior longitudinal sinus, though it 
must be dissected out. E. C. RositsHex, M.D. 


MacAdam, W., and Shiskin, C.: The Cholesterol 
Content of the Blood in Anzmia and Its Re- 
lation to Splenic Function. Quart. J. Med. 
1923. Xvi, 193. 


The authors have followed the changes in the 
cholesterol content of the blood after splenectomy 
in three cases of hemolytic jaundice and one of 
splenic anemia and have attempted to correlate any 
variation in the fragility of the red corpuscles, etc. 
in these conditions. At the same time they have 
carried out an investigation on the total cholesterol 
of both plasma and red corpuscles in a series of 
twenty-five cases of diseases of the blood, all of 
them different types of anemia except two cases of 
polycythemia vera. 

They draw the following conclusions: 

1. The cholesterol content of the blood plasma is 
diminished in anemic conditions, although the de- 
crease may not be striking unless the red cell count 
is less than 50 per cent of the normal. In various 
grades of anemia there is some decrease in the cho- 
lesterol of the red cells, but the cell content is much 
less subject to variation than that of the plasma. 

2. There is no noteworthy difference in the blood 
cholesterol in cases of secondary and pernicious 
anzmia, nor do the leucocytes appear to be correlat- 
ed with variations in the plasma cholesterol. 

3. After removal of the spleen in cases of familial 
acholuric jaundice and splenic anemia there results 
a gradual but very considerable increase in the total 
cholesterol content of the blood plasma, while that 
of the corpuscles varies within a relatively narrow 
range. Thus in the cases of hemolytic jaundice the 
cholesterol values of the plasma three months after 
splenectomy were 0.160, 0.234, and 0.259 per cent as 
compared with 0.060, 0.112, and 0.094 per cent be- 
fore operation. 

4. Although splenectomy is followed by a pro- 
gressive improvement in the red-cell count, the in- 
crease in the lipoids of the plasma appears not to be 
related to any change in the corpuscles themselves. 
So far as our data go, their abnormal fragility in 
hemolytic jaundice persists three months after re- 
moval of the spleen, although the icteric tint and the 
urobilinuria disappear within ten days of operation. 

5. There is no evidence that an abnormally large 
combination of cholesterol as ester is a factor in the 
production of anemia, and the decrease in the 
unsaturated fatty acids of the blood following sple- 
nectomy in cases of anemia, recorded by King, even 
if confirmed, does not appear to be related to the 
increase in cholesterol. 

6. The evidence pointing to a very considerable 
increase in the cholesterol of the blood plasma after 
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splenectomy in hemolytic jaundice seems conclusive, 

but the relationship of this hypercholesterolemia to 

the cessation of splenic function is quite undefined. 
Morris H. Kaun, M.D. 


LYMPH VESSELS AND GLANDS 


Bonn, R.: The Symptoms and Treatment of 
Traumatic Subcutaneous Extravasation of 
Lymph (Zur Klinik und Therapie der subcutanen 
traumatischen Lymphextravasate). Deutsche Ztschr. 
f. Chir., 1922, clxxvi, 53. 

To the rare clinical picture of subcutaneous 
traumatic lymph extravasation Bonn adds four cases. 
The condition arises through the tangential appli- 
cation of blunt force which causes the formation 
of pockets between the skin and fascia. Among 
the author’s cases there is one that is etiologically 
significant in that the extravasation was brought 
about by massage. The elasticity of the skin is of 
importance. The less it is, as for example in changes 
due to scars and oedema, the slighter the trauma 
necessary to produce the condition. 

The fact that only lymph is collected is to be 
explained by thrombotic closure of the blood vessels 
by the trauma. The non-flowing, oozing lymph 


slowly forms the lymph cyst, which in its early 
stages is recognizable only from the abnormal 
movability of the skin. 

The practical classification of the cases into small, 
medium, and large lymph extravasations is in ac- 
cordance with therapeutic procedure. Small cysts 
recede after puncture and compression bandaging. 


Those which are of medium size must be extirpated. 
The large cysts are best treated by wide opening, 
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followed by the application of iodine to destroy 
them. Puncture fails to effect a cure because of the 
absence of the aseptic hyperemia caused by the 
blood, which is necessary if the walls are to grow 
together. Koenie (Z). 


MISCELLANEOUS 


Unger, E., and Heuss, H.: Continuous Intravenous 
Infusion (Ueber intravenoese Dauerinfusion). 
Therap. d. Gegenw., 1923, Ixiv, 15. 


Continuous intravenous infusion as recommended 
by Friedemann and Loewen was tried as a last 
resort in eighty-two cases, those of children and 
adults. Eighteen of the patients lived. The 
quantity of the liquid given in twenty-four hours 
varied from 3 to 11 liters. The infusion was usually 
continued for two or three days, but in especially 
grave cases was given for four or five days. The 
technique was the ordinary one. After venesection 
a blunt cannula was tied into the ulnar vein and the . 
arm placed on a straight splint. The fluid was given 
at the rate of from 60 to 100 drops a minute. Special 
warming apparatus was dispensed with since it 
could be safely left to the body to raise these few 
drops a minute to body temperature. 

The main indications are grave collapse, exten- 
sive burns, and marked dehydration (typhoid, 
dysentery, cholera). When the hemoglobin is low, 
and in cases of arteriosclerosis, care is necessary 
with regard to the quantity given. Undesired se- 
quele were oedema, hypostatic pneumonia, and 
thrombosis of the arm vein. The last-mentioned 
never caused any further complication. 

Kinpt (Z). 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE COMPLICATIONS 


Czermak, H.: The Importance of Grippe in the 
Development of Postoperative Complications, 
Particularly Postoperative Sepsis (Die Bedeu- 
tung der Grippe fuer das Zustandekommen post- 
operativer Komplikationen, insbesondere postop- 
erativer Sepsis). Arch. f. klin. Chir., 1923, xxii, 916. 

Grippe is surgically important as much in the 
development of postoperative complications as in 
its immediate surgical complications. The former 
are due principally to the weakening of the organic 
defense against pathogenic bacteria. Therefore, 
during an epidemic of grippe, surgical interference 
should be restricted to absolutely necessary opera- 
tions, especially in cases of disease of the upper 
respiratory tract. It is of great importance also, as 
von Haberer states, to inquire whether the patient 
has had an attack of grippe during the past four 
months. Patients with grippe should be isolated, 
and during an epidemic of grippe surgical patients 
should be carefully protected against every possibil- 

ity of infection. RAESCHKE (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Young, H. H., White, E. C., Hill, J. H., and Davis, 
D. M.: A Further Discussion of Germicides 
and the Presentation of a New Germicide 
—Meroxyl. Surg., Gynec. & Obst., 1923, xxxvi, 508. 

While the position of mercurochrome as a valuable 
germicide has been established, further search has 
been made for a mercurial germicide with suffi- 
ciently low toxicity to permit its use in body 
cavities with little irritation of delicate tissues and 
penetrating power without staining. ‘‘ Meroxyl” 
has some of these desirable features intensified at 
the expense of others. It is free from staining 
qualities and is more powerful as a germicide than 
mercurochrome. However, its toxicity is higher, it 
has a greater precipitating action on protein, and 
has no apparent power to penetrate tissues. 

Meroxyl should be regarded as a complement of 
mercurochrome rather than a substitute for it. 

The authors give a detailed description of the 
chemical structure and physical properties of the 
drug and of the methods used to demonstrate its 
penetrating power, its toxicity, and its action in 
vitro chiefly against bacillus coli, staphylococcus 
aureus, and the gonococcus. 

Meroxyl has been used in the urological wards of 
the Johns Hopkins Hospital and has been valued for 
its germicidal power and its non-staining and non- 
irritating properties. 
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In three cases an attempt was made to sterilize an 
infected kidney pelvis by irrigation with a 1:1,009 
solution of meroxyl through a small tube laid in 
the pelvis at time of operation. Only one case was 
benefited, but as the presence of the foreign body may 
have been the deterrent factor, the method should 
be tried further. 

In a series of cases of acute gonorrheea it was found 
that meroxyl is the most powerful gonococcide 
available, but like other drugs is unable, in many 
cases, to reach all the gonococci. , 

Meroxyl has been used to irrigate catheters and 
urinary drainage tubes, for instillations before and 
after instrumentation, and for injection through 
ureteral catheters just before their removal. It has 
seemed to prevent infection in these cases, par- 
ticularly when used before and after the passage of 
sounds. 

In wounds in which infection was especially feared, 
as in cases of hypospadias in which there were 
small, uncovered areas or drains, skin grafts were 
used, or separation of the skin edges occurred, 
meroxyl has been used as a wet dressing. Dakin’s 
solution is preferred as long as necrotic tissues are 
present, as meroxyl does not dissolve sloughs nor 
act as a decdorant. 

Meroxyl solution has been used to irrigate 
wounds with deep infection but without necrotic 
tissue. When Dakin’s solution was used, non-tuber- 
culous wounds healed uninterruptedly. Tuber- 
culous wounds remained clean, although healing 
was not noticeably hastened. The solution did not 
retard granulation. It did not irritate the skin. 
A 121,000 solution was used. 

In the treatment of ordinary chronic cystitis, 
with meroxyl marked improvement was noted. 

In the treatment of postoperative cystitis, the 
urine, if not sterilized, was often improved and 
made macroscopically clear. In cases not reacting 
satisfactorily, deep infections of the prostate, 
seminal vesicles, or kidneys were found, or the in- 
fective organisms were harbored by diverticula. 

Reports from the Department of Otolaryngology 
of the Johns Hopkins Hospital lead to the conclusion 
that the drug is of value in treating infections of the 
ear, nose, and throat; probably also the eye and in 
dentistry. It has greater germicidal potency than 
mercurochrome, and consequently can be more 
effective when the bacteria can be reached by appli- 
cation or irrigation. However, because of its greater 
power of tissue penetration, mercurochrome is 
probably more effective for deep infections such 
as those in sinuses or glands. 

The details of technique and the selection of the 
solution strength for meroxyl in the treatment o! 
wounds and inflamed mucous surfaces has not been 
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fully established. The frequency of irrigation neces- 
sary for the best results has not been fully worked 
out, nor has it been definitely determined in which 
cases meroxyl is to be preferred to Dakin solu- 
tion or other standard antiseptics. However, the 
results have been sufficiently definite to give promise 
of a wider usefulness for this antiseptic. 
V. E. Dupman, M.D. 


Aschoff, L., and Reinhold, G.: Changes in the 
Motor Ganglion Cells in Wound Tetanus (Die 
Veraenderungen der motorischen Ganglienzellen 
beim Wundstarrkrampf). Veroeffentl. a. d. Kriegs- 
u. Konstitutionspath., 1922, iii, 51. 


In eleven cases of wound tetanus the brain-stem 
and spinal cord were systematically examined and 
sections were made of the elongated cervical, 
thoracic, and lumbar cord. Changes in the nuclei 
and tigroid-substances of the motor cells were 
demonstrated by staining with cresyl-violet and 
pyronin. There was no characteristic picture of te- 
tanus, and no other pathologic change. In some in- 
stances the structures were entirely normal. In 
others, there were marked changes without sharp 
demarcation but postmortem decomposition was re- 
sponsible for these. Proving this, were the observa- 
tions on haemolysis made in the vessels of the brain 
and cord which were due to the solution of hamo- 
globin in the juices of the ganglion-cell nuclei. 

KREUTER (Z). 


ANESTHESIA 


Dale, H. H., Hadfield, C. F., and King, H.: The 
Anesthetic Action of Pure Ether. Lancet, 1923, 
cclv, 424. 

Dale, Hadfield, and King review the literature on 
ether as an anaesthetic since its early use in 1846. 
It is generally believed that the active principle in 
the induction of anesthesia is di-ethyl ether. From 
a series of experiments on animals and an investiga- 
tion in clinical cases the authors conclude that the 
ether of choice for anesthetic purposes is ether which 
is free from all by-products and contaminations. 

This conclusion is directly opposite that of Basker- 
ville and Hamor reported in rgr1 and that of Cotton 
reported in 1917. Cotton claims that by experiment 
he determined that pure ether becomes fit for anxs- 
thesia only after the addition of ethylene gas 2 per 
cent and carbon dioxide 0.5 per cent. The use of 
ethylene gas as an anesthetic agent is very old, 
having been suggested by Nunnelly of Leeds in 
1849. Lumbard uses cotton-process ether and 
states that ethylene acts as an asphyxiant like 
nitrogen. 

Wallis and Hewer, in a paper published in 1921, 
claimed that pure ether freshly prepared will not 
produce surgical anesthesia, even when large quan- 
tities are used, but that after certain ketones are 
added to it, it becomes a very splendid anzsthetic 
devoid of many of the objectionable features of 
ordinary anesthetic ether. 
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The authors describe the preparation of the pure 
samples of ether in detail. Some of them were made 
from ethyl alcohol, some from ordinary ether, and 
some from “ethanesal.”” The clinical results ob- 
served in the use of these samples were practically 
the same in both patients and animals. The manner 
in which the pure samples were obtained differs 
slightly from the processes used by others. 

Several packages of ‘‘ethanesal’’ purchased on 
the open market were found to contain 95.5 per cent 
ether, 4 per cent butyl alcohol, 0.5 per cent alcohol, 
and an aldehyde. According to the numbers and 
markings on the bottles, the various samples prob- 
ably came from different lots. No ketones were 
found in any of these samples. Ben Morcan, M.D. 


Huck, J. G., and Peyton, S. M.: A Study of Iso- 
Agglutinins Before and After Ether Anzs- 
thesia. J. Am. M. Ass., 1923, 1xxx, 670. 


According to Levine and Segall, prolonged ether- 
ization may cause a temporary change in the iso- 
agglutinative phenomena. As the authors had never 
observed untoward results from transfusions follow- 
ing ether anesthesia when thebloods were matched 
before the operation, studies were made by them 
to determine whether there was a change in the iso- 
agglutinative phenomena, and if so, why noticeable 
effects were not obtained in the cases of patients 
given transfusions after prolonged ether anzsthesia. 
Twenty-five patients about to undergo operations 
were selected for this study. From the findings the 
authors draw the following conclusions: 

1. There is no change in the blood groups after 
ether anzsthesia. 

2. Nochange of iso-agglutinative phenomena was 
produced by shaking with ether for one hour, or 
by four hours’ contact at 37 degrees C. 

3. Transfusions can be performed safely within 
twenty-four hours after prolonged ether anzs- 
thesia provided a suitable donor was found previous 
to the beginning of anesthesia. 

4. Severe reactions from transfusions after ether 
anesthesia are due apparently to some other cause 
than a change in iso-agglutinative phenomena. 

E. C. RospitsHexk, M.D. 


Frei, W., and Grand, H.: The Theory of Narcosis 
(Beitrag zur Theorie der Narkose). Zischr. f. d. ges. 
exper. Med., 1923, xxxl, 350. 


Like Winterstein, the authors define narcosis as 
a condition in which the property of living substance 
to react is decreased by a chemical agent. Within 
certain bounds, the intensity of narcosis varies 
directly with the concentration of the agent used. 
All cells can be narcotized, but of the processes 
between the narcotic agent and its effect we know 
nothing. , 

In all methods of inducing narcosis the narcotic 
must become mixed with the body fluids. Part of 
it must therefore be diffused in the cells, especially 
those of the nervous system, the quantity depending 
upon the solution, absorption, and chemical affin- 
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ities. The vital processes of the cell may be influ- 
enced physically, physico-chemically, or primarily 
chemically. Even marked disturbances in cell me- 
tabolism are possible without chemical changes. 

The authors studied a number of little known and 
not yet used narcotics to find the relation between 
their physical or physico-chemical properties and their 
narcotic effect. These substances were derivatives 
of salicylic and barbituric acids. Determinations of 
the solubility of the salicylic acid derivatives resulted 
in a grouping somewhat different than that to be 
expected from Overton’s determinations of its solu- 
bility in olive oil and water. An isopropyl rest de- 
creased the water solubility more than two ethyl 
groups. The ethyl groups decreased the water 
solubility more than the allyl groups, and iso-amyl 
more than isopropyl. 

With regard to surface tension the experiments 
affirmed the already known fact that the introduc- 
tion of an alkyl group into the sequence methyl, 
ethyl, isopropyl, decreases the surface tension and 
this effect is made considerably greater by two alkyl 
groups. If narcotic power depends on surface ten- 
sion, then substances which are not narcotic in them- 
selves but increase or decrease surface tension must 
be able to influence narcosis positively or negatively. 

Regarding the influence of the chemical structure 
on diffusion, the experiments demonstrated again 
that the alkyls, which often cause a similar change 
in the properties of a compound, occasionally change 
a property positively or negatively, depending upon 
the nucleus to which they are bound. 

A comparison of diffusibility and solubility and 
surface tension showed that the salicylic acid series 
diffused through the lipoid portion of the membrane, 


and that in the barbituric acid there was a parallel 
ism between diffusibility, surface activity, and water 
solubility. 

The relative narcotic power was studied in numer- 
ous animal experiments. In the salicylic acid series 
the isopropyl combination was strongest, but all 
were surpassed by the allyl combinations. 

The power of the salicylic and barbituric acid 
combinations was also measured for beginning nar- 
cosis and for paretic and lethal doses. In the case 
of the salicylic acid derivatives the relation of the 
narcotic effect to the chemical structure and the 
chemico-physical properites was found to be com- 
plicated: surface activity and physiological efi- 
ciency were parallel or changed one another. Water 
solubility and diffusibility were found to correspond 
to the narcotic effect, i.e., good water solubility, 
poor diffusibility, and good narcotic properties. 
With regard to the barbituric acid series the con- 
clusion was drawn that every increase in diffusion 
and surface activity with a decrease of the water 
solubility increased the narcosis. 

Thus in different narcotics different factors in- 
fluence the mechanism of the narcosis. At any rate, 
physical processes influence the quantity of toxin 
supplied the cells. The true cell changes, however, 
are not known. Perhaps the mechanism of narcosis 
is so complicated that one substance or group of 
substances acts through lipoid changes and another 
through protein combinations. 

Possibly certain disturbances of ferment action 
are the basis of narcosis, different ferments being in- 
hibited by different narcotics. The asphyxiation 
theory as an inclusive explanation cannot be main- 
tained. KULENKAMPrFF (Z). 
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ROENTGENOLOGY 


Scott, S.G.: A Method for the Opaque Meal Exam- 
ination of the Stomach. Proc. Roy. Soc. Med., 
Lond., 1923, xvi, Sect. Electro-Therap., 35. 


After trying out a number of methods for the 
examination of the stomach by means of an opaque 
meal and the roentgen ray the author has come to 
the conclusion that the method of choice is a 
systematized roentgenoscopic examination, as this 
will reveal not only the grosser lesions but also very 
small gastric and duodenal ulcers and is rapid, 
accurate, and relatively inexpensive. In over 94 per 
cent of the cases which have passed through his 
department within the last three years it has led to 
acorrect diagnosis which was confirmed by operation 
or autopsy. The details of his technique are as 
follows: 

A vegetable purgative, preferably castor oil, is 
administered thirty-six or forty-eight hours before 
examination, and the patient then put on a light 
diet but not starved. The last meal, which consists 
of fluids, should not be taken less than an hour be- 
fore the examination. A barium cream of variable 
thickness to meet different indications, made with 
gum tragacanth and flavored with saccharin and 
vanillin, is given. The progress of a small portion 
(3 to 4 0z.) is observed as it passes down the cesopha- 
gus, the patient being in the upright left oblique 
position. Its entry into the stomach is noted and a 
minute and systematic examination of the entire 
wall of the stomach and duodenum is made with the 
aid of careful palpation and turning of the patient 
to bring the different parts into view. More of the 
meal is given if desirable. In a few cases an exami- 
nation in the horizontal position is made. Films 
are made to serve as records or as demonstrations to 
the surgeon. Repeated examinations are rarely in- 
dicated as obstructions to the onward passage of the 
meal are usually observed at the first examination. 
At all times the patient and operator are properly 
protected and the examination is conducted as 
expeditiously as possible. ApotpH Hartune, M.D. 


Duane, W.: Measurement of Dosage by Means of 
Ionization Chambers. Am. J. Roentgenol., 1923, 
X, 399- 

The fact that different roentgen-ray plants pro- 
duce roentgen rays of different intensities and 
effective wave-lengths, even though they may be 
running at the same voltage as estimated by a 
sphere-gap, and with the same current through the 
tube, indicates that something connected with the 
roentgen-ray beam itself must be used for the accu- 
rate estimation of dosage. Without doubt, ionization 
chambers provide the most reliable methods of 
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measurement at the present time. Ionization cham- 
bers are by no means perfect, however, and great 
care must be exercised in employing them. 

In this article the author describes the principles 
involved in ionization chambers and enumerates 
various errors which are dependent upon their 
construction. In order to test the suitability of a 
standard ionization chamber it is necessary to make 
sure, first, that the ionization current is saturated, 
and, second, that it includes practically all of the 
secondary radiation coming from the molecules of 
gas struck by the primary beam. 

The large standard ionization chambers are not 
suitable for measurements of the intensity during a 
treatment. One of the smaller ionization chambers 
is always used. The intensity of the rays is measured 
at the surface where they enter the patient’s body 
and also where they emerge. This gives an estimate 
of the secondary radiation coming from the pa- 
tient’s body, but the estimate is too low. Estimates 
may be made by means of water phantoms, the 
small ionization chamber being placed in the water 
itself. This estimate is always too high. The exact 
dose received by the patient’s skin lies between the 
two. The estimates of the secondary radiation 
from different patients made from measurements 
taken during the treatments have been quite va- 
riable. The secondary radiation appears to depend 
not only upon the size of the portal of entry but also 
upon the size of the patient and the shape, content, 
etc. of the portion of the body radiated. In esti- 
mating erythema doses all of these factors must be 
taken into consideration. The safest method ap- 
pears to be to make the measurements while the 
patient is being treated. 

A great many important investigations have been 
carried on in connection with the question as to 
whether the biological effects of the roentgen rays 
are proportional to ionization currents when rays of 
different wave-lengths are used. The term “biologi- 
cal dose” is used. In particular cases biological 
doses are definite quantities. Before the term “bio- 
logical dose’? may be employed in general, however, 
it will be necessary to show by experiments that a 
large number of different biological effects are 
proportional to each other when roentgen rays of 
different wave-lengths produce the effects. 

Apotp# Hartunc, M.D. 


Kemp, C.: The Effect of the Roentgen Rays on 
Subacute Inflammations (Einiges ueber die 
Wirkung von Roentgenstrahlen auf subakute Ent- 
zuendungen). Deutsche Ztschr. f. Chir., 1922, clxxvi, 
272. 

Since 1916, in the Municipal Hospital in Worms, 
severe suppurations not affected by the usual clinical 
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methods have been treated with very light doses of 
roentgen rays. In some cases the raying acts sur- 
prisingly well, while in others it fails without 
apparent reason. The author reports several favor- 
ably influenced cases of peritoneal suppuration and 
also several cases of gunshot wounds which were not 
benefited. On the whole, however, the results may 
be regarded as satisfactory. In furunculosis in the 
axilla the results have been good and there have been 
no recurrences. Ulcers of the leg which had been 
treated without result for some time by the usual 
clinical methods have become clean within forty- 
eight hours after raying. Good results have been 
obtained also in pneumonia; two cases are cited. 
The doses used for all types of inflammation, even 
pneumonia, are small. In cases of pus in the ab- 
domen, furunculosis, and pneumonia, a single large 
field is given 20 to 30 per cent of an erythema skin 
dose for two or three minutes. In the author’s 
opinion this dose can be decreased. He emphasizes 
that in such cases the raying of a single large field is 
quite sufficient. The raying of one field in the front 
and one in the back in pneumonia he considers wrong 
because of the danger of an unfavorable effect on the 
general condition. Cottey (Z). 


Lange, S.: The New High-Voltage X-Ray Therapy. 
Cincinnati J. M., 1923, iv, 123.. 

The newer roentgen therapy is a further develop- 
ment of the accepted roentgen-ray technique based 
upon the well-established and well-known laws of 
tissue absorption and filtration. The highest pos- 
sible voltages are used to produce a ray of short 
wave length and great penetrating power, and a 
dense filter (of copper) is used to cut out a large per- 
centage of the weaker and less penetrating rays. In 
this way a greater dose of roentgen rays can be in- 
troduced into the deeper parts of the body without 
injuring the skin and superficial tissues. 

The ratio (or percentage) of the number of rays 
reaching the deeper tissues as compared with the 
number of rays falling upon the skin is termed the 
“depth dose.” To be accurate, this percentage must 
be further modified by the dispersion quotient 
based upon the physical law that the intensity of 
light varies inversely with the square of the distance. 
It may be further modified by a factor which takes 
into account the secondary rays which may be 
generated in the tissues by the primary beam, the 
efficiency of the primary beam being thus increased. 
The determination of the relation between the 
number of rays falling upon the skin and the number 
reaching the deeper tissues is an essential part of 
the newer technique. 

The measurement of the amount of radio-activity 
at the surface and at various depths is a prime 
requisite for successful radiotherapy. This may be 
accomplished by the use of ionization chambers 
which give sufficiently accurate readings to con- 
stitute a practical guide to dosage. Enough radia- 
tion must reach the cells of the tissue treated to 
produce the desired results. 


The requirements for successful roentgen therapy 
are a thorough understanding of the fundamentals of 
radiology and the development of an individual 
technique embodying a proper combination and 
balance of voltage, filtration, and time. 

The high-voltage technique is especially adapted 
to deep cancer. Superficial malignancy and benign 
conditions (both superficial and deep) frequently 
yield more quickly to the older technique using lower 
voltages and less filtration. 

To illustrate the clinical achievements of the 
newer technique using copper filtration and _pro- 
longed exposures the author reports briefly certain 
cases in which very satisfactory, and in some in- 
stances almost miraculous, results were obtained. 
A number of inoperable breast cancers were ar- 
rested or clinically cured. In many cases nodules 
recurring after breast amputation have disappeared 
rapidly under proper roentgen-ray treatment, and 
lesions which primarily appeared to be inoperable 
have been rendered operable. 

A symptomatic cure was obtained in several cases 
of sarcoma of an apparently malignant type, three 
cases of malignancy of the inguinal glands, and 
several cases of malignancy elsewhere, while in five 
cases of abdominal malignancy the results were very 
gratifying. ApotpH Hartunc, M.D. 


RADIUM 


Roth, S. C., and Morton, J. J.: The Effect of 
Radium and X-Rays on Enzyme Action. Am. 
J. Roentgenol., 1923, x, 407. 

Because of the conflicting evidence relative to the 
effect of radiation on enzyme action, the authors 
made an attempt to obtain additional information 
on the subject. Only the immediate effects were 
observed. The study of the late effects, though 
desirable, is complicated by the possibility of in- 
fection of the solutions. 

The edestin, pea globulin, and Mett methods were 
used. Solutions of pepsin with hydrochloric acid 
exposed to radium and the roentgen-ray for variable 
periods showed no differences in peptic power from 
control solutions. In human gastric juice similarly 
exposed to roentgen irradiations the findings were 
practically the same; such slight variations as were 
noted fell within the limits of experimental error. 

AvotrH Hartune, M.D. 


MISCELLANEOUS 


Picard, H.: Diathermy in Surgery (Diathermie- 
behandlung in der Chirurgie). Deutsche med. 
Wehnschr., 1923, xlix, 13. 

The author calls attention to the numerous 
indications for diathermy in surgical conditions. 
These include the treatment of malignant tumors 
and the removal of hemangiomata, telangiectases, 
and nevi. During the war, this method was success- 
fully applied to the treatment of fractures, joint 
effusions, tendon injuries, and myalgia. Kowar- 





schi 
defc 
dica 
or ¢ 
the 


gan 
cast 
whi 
was 

I 
par 
gen 


als¢ 
es] 
ces 
the 
of | 
line 
thu 
it V 
fist 
mo 
anc 
kin 






























schik aul Tobias found it of great value in arthritis 
deformans. In the author’s opinion it is not in- 
dicated in diseases of the biliary tract, appendicitis, 
or duodenal ulcer. He finds it of greatest value in 
the treatment of angiospastic and arteriosclerotic 
gangrene, and Raynaud’s disease. In two of three 
cases of angiospastic and Raynaud’s gangrene in 
which amputation seemed indicated, the gangrene 
was overcome by longitudinal diathermy. 

In other cases diathermy greatly alleviated pain, 
particularly when it was combined with roent- 
gen irradiation in the treatment of carcinoma. 

The author has employed diathermy successfully 
also in the treatment of cicatricial stricture of the 
esphagus. He introduced a metal bougie into the 
esophagus to serve as one electrode, and applied 
the other electrode to the patient’s back. Strips 
of tinfoil were placed around the chest so that the 
lines of the current would enclose the cesophagus, 
thus giving uniform warmth. In one case in which 
it was necessary to feed the child through a gastric 
fistula, the patient was able to take pulpy food by 
mouth after eight days of treatment with diathermy, 
and at the end of twelve days was able to take any 
kind of food. Havumann (Z). 
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Fisher, E. B.: Experiments on the Bactericidal 
Action of the Violet Ray. California State J. M.., 
1923, xxi, 218. 

The results of experiments testing the action of 
the violet ray on bacterial cultures and clinically 
seem to indicate that the benefit derived from the 
tay is due, not to its ability to destroy bacteria, but 
to its power to increase the number of leucocytes 
and to cause an intense hyperemia. 

SAMUEL Kagn, M.D. 


Albela, D.: The Effect of the Ultraviolet Rays on 
Phagocytosis (Ueber die Einwirkung ultravioletter 
Strahlen auf die Phagocytose). Deutsche med. 
Wchnschr., 1922, xlviii, 1347. 


To determine the effect of the ultraviolet ray on 
phagocytosis Albela conducted experiments on 
guinea pigs and rabbits. After depilation of their 
ears, the animals were exposed to the quartz lamp, 
with their eyes covered, four times weekly for thirty 
minutes during the period from January 7 to January 
29, 1922. Albela found that the variations in the 
number of phagocytes during and after the irradia- 
tion were almost the same as those in normal un- 
irradiated animals. NAEGELI (Z). 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Mclver, M. A., and Haggart, W. W.: Traumatic 
Shock: Some Experimental Work on Crossed 
Circulation. Surg.,Gynec. & Obst., 1923, Xxxvi, 542. 


The experimental work reported in this article 
was based on the theory that toxic substances 
taken up by the circulation from a traumatized 
area might be instrumental in the production of 
shock. This has been one of the theories which has 
had many adherents during the past few years. In 
crossing the circulation of two animals the authors 
used a technique different from that usually em- 
ployed. Cats were used for the experimental work. 

No attempt was made to cross the entire cir- 
culation. Following traumatization of the lower 
limbs, an anastomosis was made between the aorte 
and venz cave above the bifurcations. After the 
anastomosis had been effected the traumatized 
extremities were amputated. The anastomoses were 
made by means of paraffined glass cannule. A 
mercury manometer was inserted in the carotid 
artery, and the blood pressure recorded during the 
entire experiment. 

The animal was considered to be in shock when 
the systolic pressure was persistently below 70 mm. 
Hg. The character and rate of the pulse and res- 
piration, the color of the mucous membranes, and 
the general condition of the animal were noted. 
Manipulation of the traumatized limb and even 
gentle massage lowered the blood pressure. Severe 
trauma was always followed by a sudden lowering 
of the blood pressure. In a few cases there were no 
evidences of shock, the blood pressure remaining 
well above the shock level after an hour and a half. 

Seventeen complete experiments were made. Of 
twelve animals in which the muscles of the thigh 
were completely traumatized, nine developed the 
typical picture of shock within thirty minutes. In 
three cases there were no evidences of shock. Five 
animals were used as controls, the same crossed 
circulation being made but the amputated limbs 
not being traumatized. 3 

The authors conclude that these experiments 
justify the opinion that some substance capable of 
producing shock was taken up from the traumatized 
area by the circulation. Haroip M. Camp, M.D. 


Robertson, B., and Boyd, G.: The Toxzemia of 
Severe Superficial Burns in Children. Am. J. 
Dis. Child., 1923, xxv, 163. 


In cases of superficial burns the problems en- 
countered are primary shock and toxemia. 

If the primary shock is so severe that death may 
result within a few hours of the injury, treatment 


directed toward its relief is apt to be disappointing, 
In many cases primary shock is mild or absent. 

Following a period of general good condition 
lasting from twenty-four to forty-eight hours, the 
temperature may rise and toxemia develop; the 
patient then becomes drowsy, the pulse more rapid. 
the circulation depressed. In cases in which re 
covery results the temperature and toxemia sub- 
side about the fifth day and the treatment becomes 
local. 

In the more severe cases the temperature may 
rise to 106 degrees F. and the toxemia may be 
increased; vomiting may be persistent, the pulse 
soft, the color dusky or livid, and muscular twitch- 
ings and convulsions may develop. In one of the 
convulsions death may occur. The severity depends 
upon the area, depth, and location of the burn and 
the age of the patient. 

In seven cases reviewed the urine contained little 
albumin, the leucocytes were increased, and the non- 
protein nitrogen varied from 42.9 to gg. It is prob- 
able that the increase in non-protein nitrogen is due 
to increased tissue destruction rather than to de- 
fective kidney elimination. 

To relieve the toxemia, local treatment such as 
the removal of large areas of tissue was found im- 
practical as the areas involved were too large or 
involved the face, or the patient was admitted in 
a toxic condition. The effect of large doses of 
sodium bicarbonate in combating acidosis seemed 
to be favorable. 

To remove the toxin in the blood the operation of 
exsanguination-transfusion was devised, the object 
being to withdraw a much larger amount of blood 
than could be done by venesection and to replace 
it with fresh adult blood. The amount of blood 
withdrawn ranged from 200 c.cm. in an infant to 
500 c.cm. in a child of 3 years. 

The results were considered encouraging. Of ten 
patients with convulsions treated by exsanguination- 
transfusion, seven recovered whereas previously no 
patient had recovered after a convulsion had been 
precipitated by a burn toxemia. 

Experiments showed that a circulating toxic 
material is produced in increasing amounts for from 
twenty-four to thirty-six hours as a result of the 
burning of living tissues. Chemically, the toxin 
consists of primary and secondary proteoses. It is 
made up of necrotoxic and neurotoxic proteins, the 
former being thermostabile and diffusable and the 
latter thermolabile and colloidal. 

No evidence of antibody production was found 
although this was reported by Katzeroff, who based 
his conclusions on the beneficial effects of con- 
valescent serum from burned patients in fourtcen 
cases of toxic shock. A. W. Bryan, M.D 
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Levitsky, V.: A Preliminary Report on My Treat- 
ment of Cancer (Vorlaeufige Mitteilung ueber 
meine Krebsbehandlung). Serb. Arch. f.d. ges. Med., 
1023, XXV, 14. 

The author bases the treatment of malignant 
tumors with amniotic fluid on the following facts: 

There is an analogy between embryonic cells and 
those of malignant tumors. The differentiation be- 
tween embryonic cells is constant and always the 
same. Disturbances during embryonic life never 
cause abnormal proliferation of the embryonic cells 
and pregnant women are seldom attacked by malig- 
nant tumors. 

These facts the author attributes to the protective 
power of the amniotic fluid. He assumes that the 
amniotic fluid contains ferments and hormones with 
a specific action. 

The injection of carbolic amniotic fluid into dogs 
caused neither a general nor a local reaction except 
leucocytosis and diuresis. It is still too early to 
draw conclusions regarding its effect in the clinical 
cases reported—one case of carcinoma of the cecum 
and two cases of carcinoma of the breast. It is 
remarkable, however, that in one of the two cases 
of carcinoma of the breast the cancer was reduced 
to half its original size after eight weeks of treat- 
ment with the injection of 94% c.cm. of amniotic 
fluid into the tumor and the carcinomatous lymph 
glands. An increase of temperature, lassitude, and 
headache are noted during the treatment and after 
the injection of large amounts of the fluid. 

Since only persons affected with cancer react to 
the injection, the assumption is justified that amni- 
otic fluid has a specific effect on carcinoma. The 
subcutaneous injections are given every second or 
third day, and the amounts of the fluid are increased 
from 1 to 7 ¢.cm. Ko.in (Z). 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Churchman, J. W.: The Mechanism of Bacterio- 
stasis. J. Exper. Med., 1923, xxxvii, 543. 


Gentian violet exhibits the same type of selective 
activity in Gram-positive and Gram-negative organ- 
isms whether it is added to the media on which the 
bacteria are planted unstained—extrinsic bacterio- 
stasis—or the organisms are stained with it before 
they are planted on plain agar—intrinsic bacterio- 
stasis. In both-instances the Gram-positives are 
inhibited and the Gram-negatives are unaffected. 

In Gram-positive spore-bearing aerobes and the 
more common Gram-negative bacteria, acid fuchsin, 
related sulphonic substances, and the flavines ex- 
hibit one type of selective activity when they are 
added to the media, and the opposite type when 
they are added directly to the bacteria. In the for- 
mer case, the Gram-positive spore-bearers are in- 
hibited and the Gram-negatives are unaffected, 
while in the latter, the Gram-negatives are inhibited 
and the Gram-positive spore-bearers are unaffected. 

Selective bacteriostasis is not necessarily condi- 
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isms may grow, and dyes which do not stain well 
may inhibit reproduction. 

There is evidence that the phenomena of bacterio- 
stasis may be due to changes effected by the dye at 
the surface of the micro-organisms. 

SAMUEL Kaun, M.D. 


Seyfarth, C.: Trephination of the Sternum, a 
Simple Method of Removing Bone Marrow for 
Diagnosis During Life (Die Sternum-trepanation, 
eine einfache Methode zur diagnostischen Entnahme 
von Knochenmark bei Lebenden). Deutsche med. 
Wchnschr., 1923, xiix, 180. 


In diseases of the hematopoietic system—latent 
malaria and kala-azar—puncture of the spleen or 
liver has been done to establish the diagnosis. How- 
ever, as rupture or hemorrhage of the spleen some- 
times followed diagnostic puncture, resort to other 
methods became necessary. 

During his practice at a malaria hospital from 
1916 to 1918, Seyfarth found in autopsies on the 
bodies of persons who died from malaria, that the 
best material for study was obtained from the short 
flat bones. As proof of this, he mentions the fact 
that in adults the marrow of the long bones has 
changed into fat marrow, while the flat bones, 
particularly the vertebra, ribs, and sternum, con- 
tain living cellular marrow. He therefore removed 
it from the sternum and ribs. In the material so 
obtained he found the disease-causing bacteria. 
Some of them were free while others were contained 
in the reticular endothelia, capillary endothelia, and 
other cells of the bone marrow. 

Under local anesthesia a longitudinal incision 
5 cm. long was made over the sternum at the level 
of the third and fourth ribs, a small trephine was 
then used, and the marrow was removed with a 
sharp platinum spoon. The wound was closed with 
skin-clamps and an adhesive plaster dressing. 

Trephination of the ribs to obtain materia] for 
examination should be done only exceptionally as it 
interferes with the recumbent position. When it 
is done, the area chosen is in the scapular or pos- 
terior axillary line of the seventh or eighth rib. 

PLENz (Z). 


MEDICAL JURISPRUDENCE 


Care Required of a Hospital in the Treatment of 
the Eye. Derrick vs. Portland Eye, Ear, Nose and 
Throat Hospital, 209 Pac. Rep., p. 344. 


This was an action to recover $10,000 for alleged 
negligence resulting in the loss of the sight of the 
plaintiff’s right eye. On the trial the plaintiff re- 
covered a judgment for $5,000. From this judgment 
the hospital took an appeal, alleging several errors. 

The record shows that the defendant hospital, by 
its nurse, applied to the plaintiff’s eye a drug called 
“‘eserine”’ instead of the drug known as “‘atropine”’ 
which was prescribed by the physician. There was 
expert testimony to the effect that eserine, when ap- 
plied to the eye, is a harmless drug if the eye is in 
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proper condition; that its effect is to contract the 
pupil while atropine expands the pupil. 

A skilled specialist had previously performed an 
operation upon the eye in the treatment of a traum- 
atic cataract resulting from injuries sustained a few 
weeks prior thereto by reason of the penetration of 
the eyeball by a wire. The operation was called 
“needling” the eye, its purpose being to absorb the 
cataract. Following the operation the specialist 
prescribed an application of atropine every few hours, 
and instructed the nurses in the hospital as to how 
it should be applied. The Supreme Court of Oregon 
held that there was sufficient evidence in this case 
for the jury to pass upon. The judgment against 
the hospital was approved. Wiutiram E. Mooney. 


Malpractice in Reducing Fractures. Berkholz vs. 
Benepe, 190 N. W. Rep., p. 800. 


In this case the plaintiff recovered a verdict of 
$3,500 against a physician and surgeon for mal- 
practice. This was reduced to $1,800 by the trial 
judge to whom the physician appealed. The plain- 
tiff fractured both bones of the right leg a few inches 
above the ankle. The defendant placed a cast on 
the leg and attended the patient for about two 


months. When the cast was removed there appeared 
to be a lump at the point of fracture, but the 
physician assured the patient it would disappear 
within two years. Another doctor then consulted 
advised an immediate operation. The bones were 
broken and re-set, and about six months thereafter 
the leg was serviceable. 

The fracture of the tibia was oblique. The alleged 
negligence consisted of failure to make an X-ray 
examination in the diagnosis; failure to use a fracture 
box; the use of casts which did not extend above the 
knee; and failure to employ extension weights. 

The expert who testified for the plaintiff was a 
graduate of an osteopathic school of medicine and 
had a license as an osteopath. He was also a gradu- 
ate of an allopathic school and had practiced as an 
allopath for six months after graduation. He testi- 
fied that both as to teaching and practice the diag- 
nosis and treatment of bone fractures were identical 
in the two schools. 

In reviewing the case the Supreme Court of 
Minnesota held that there could be no question that 
the verdict was amply supported by the evidence. 
It therefore affirmed the judgment. 

WILitam E. Mooney. 
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